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SURGICAL AND PATHOLOGICAL OBSERVATIONS ON 
EPITYPHLITIC ABSCESS.* 


BY AUGUSTUS C. BERNAYS, A. M.,M. D., M. R. C.S. ENG., ST. LOUIS, MO. 
Fellow of the St. Louis Academy of Medical and Surgical Sciences. 


The surgery and pathology of appendicitis, or as it is now 
more properly called epityphlitis, have been more discusst in 
medical meetings and written about in medical literature than 
any other subject during the past decade. I believe that little 
remains unsaid and that the data of experience and practical 
observation can not be far from complete. I am sure that this 
subject has become more clear, and is now well understood by. 
nearly all surgeons and by many physicians. We are at present 
engaged in putting the trimmings on a well nigh finisht clinical 
and pathological structure. The picturé is so complete that we 
are now studying it merely as connoisseurs; and only the refine- 
ments of its technical and of its manifold relations and effects are 
calling forth our study and attention. We view the picture now as 
artists and our senses are so familiar with the work that only 
the rare points can interest us. 

The subject of abscesses resulting from disease of the ap- 
pendix, however, seems to me to offer a few points that have 
not been brought out and I shall relate some observations that 
were new to me and submit my views to your consideration. 

During the past year I have seen three cases which presented 
a set of similar symptoms and which misled three practitioners 
in such a manner that they were unable to recognize or correctly 
diagnose their cases. I will relate one of them. 

A boy 16 years of age, apparently in good health attending 


‘ school, had a severe bellyache for two days and a half, which 


caused him to scream every few minutes and which was at- 
tended by tenesmus and passages of a little mucus and blood 
from the rectum. Dr. K., who called me into the case, thought 
it a case of proctitis, or of a foreign body lodged in the rectum 
and was compelled to use a catheter to draw the urine to relieve 
retention. When I saw the case on the fourth day there was dis- 
tension of the abdomen, no passage except a little mucus, no 
flatus. On palpating the tympanitic abdomen I felt a distinct 
gurgling and could feel the contours of distended intestines. The 
impression was that of diffuse peritonitis and ileus. On introduc- 
ing my finger into the rectum I found a large, bulging, fluctuat- 
ing mass. The anterior wall of the rectum was pusht into the 
lumen to such an extent that it occluded the rectum completely. 
The bladder had been emptied by the catheter and I made a punc- 
ture of the large abscess in the cul-de-sac of Douglas, evacuating 
about a pint of stinking pus. The boy was immediately relieved 
of all pain and soon had free passages and large amount of flatus 
escaped. About six weeks afterwards I removed an appendix 
which had been perforated and which had caused the abscess in 
Douglas’ cul-de-sac. 

I saw two other cases in which the symptoms were more 
chronic, and in which the distension of the abdomen was asso- 
ciated with alternating diarrhea and constipation as we see it 
under the name of “chronic ileus.” In these cases the clinical 
picture was changed as if by magic after the rectal puncture, 
while there was prompt evacuation of gas and feces in large 
masses very soon after the opening of the abscess in the cul-de- 
sac. In both of these cases I afterwards was able to plainly 
diagnose appendiceal disease and to prove the diagnosis by epity- 
phlectomy. 

These clinical experiences led me to make a search of my 
notes and of casuistic literature for further information about ab- 
scesses following appendiceal peritonitis. I have notes of 489 
cases of appendicitis which were complicated by suppurative pro- 
cesses of very different character and location, but it will be 
proper and scientifically correct to speak of each one as being a 
case of appendiceal abscess, altho in some the amount of pus was 
very small. Of this number 279 were situated in the right iliae 
fossa, 104 were found in Douglas’s cul-de-sac, 63 were found 
in the right lumbar region and 27 were found in the left iliac 
fossa. Among these I include abscesses which lie to the left of 
the bladder and to the left of the promontory, 14 were subphre- 
nic abscesses; these abscesses I believe are really lumbar abs- 
cesses which, beginning at the appendix extend behind the peri- 
toneum to the dorsal aspect of the liver and the diaphragm and 
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in some cases perforate into the posterior mediastinum or into 
the pleural cavity. I saw a case of this kind in which an abscess 
finally opened into the pharynx and might have been properly 
called a retro-pharyngeal abscess of appendiceal origin. Finally 
I have met with two cases in which a separate and distinct in- 
termesenteric abscess was walled off entirely from the appendix 
which had been perforated. 

The group of cases which is by far the most interesting and 
which is second in frequency of occurrence, is that of abscess in 
Douglas’s cavity. There are one hundred and four (104) of these 
among my cases. These 104 cases were divided between males 
and females exactly equally there being 52 of each sex. The 
youngest case was in a boy 8 years of age and the oldest in a 
woman of 78 years. 

The epityphlitic abscess of Douglas’s cavity can be defined as 
follows: It is a collection of pus in the most dependent part of 
the cul-de-sac which may extend upwards (cephalad) as it in- 
creases in volume. As the pus arises it pushes the loops of small 
intestine and the sigmoid flexure upwards. These intestines to- 
gether with the omentum form a kind of roof over the collection 
of matter and are glued and matted together by adhesions. This 
pus is usually characterized by the offensive odor which is said to 
be due to the bacillus coli communis, but I am not prepared to 
say that I can distinguish the different kinds of pus by their 
odors alone and in fact in nearly all the cases in which the pus 
was carefully examined there were staphylococci present as well 
as the bacillus coli communis. 

My figures show that I found 104 abscesses of Douglas’s cav- 
ity among 489 cases of suppurative appendicitis, but I am in- 
clined to think that it would be safe to assume that there will 
be more or less pus in Douglas’s cavity in one out of every four 
cases of appendicitis which is seen by a surgeon during the acute 
attack. 

It is admitted by all that cases of appendicitis which are 
limited to the inner coat (so called catarrhal cases) are rarely 
diagnosed. The truth is that the characteristic symptoms of ap- 
pendicitis are the result of peritonitis of the appendix. In fact 
I have never seen but two cases in my entire experience in which 
the outer coat of the appendix was normal and I have been an 
ardent advocate of the early operation. Of course you will under- 
stand that this remark applies only to acute febrile cases. It 
goes without saying that in the cases operated on during the in- 
terim we do see some appendices with normal outer coats. The 
microscopist is usually a friendly soul and can find an infiltrat‘on 
of leucocytes or lymphocytes or “phagocytes” in the inner coats 
without doing violence to his conscience. The submucosa and the 
adenoid follicles are composed of that very accommodating tissue 
which is almost omnipresent and which is made to shoulder the 
responsibility for so many ills from innocent granulation tissue to 
malignant lymphoma and sarcoma or granuloma. 

The cases seen by the surgeon during the acute stage are 
therefore usually pus-cases—in fact the vast majority are perfor- 
ated cases. In my own work, which (as you know) is limited to 
cases referred to me by physicians, I think fully 95 per cent 
have perforated appendices. Of these cases I believe one out of 
four has not only pus surrounding the appendix, but has an abs- 
cess in Douglas’s cavity. This latter may be so small that it 
causes no trouble but the introduction of a glass tube or pipette 
will bring up turbid serum in nearly all cases, and pus in about 
one-fourth of all cases from the bottom of Douglas’s cavity. 

Next I must remark that a case of abscess in Douglas’s cav- 
ity of appendiceal origin is nearly always accompanied by abscess 
near the appendix in the iliac fossa, and very often the two 
abscesses are connected or contiguous to each other. This will 
depend largely upon the position of the appendix. What was the 
position of the appendix at the time of perforation? Was the 
appendix adherent to the floor of Douglas’s cavity before it was 
perforated? Did the appendix at the time of perforation change 
its position? Was the amount of liquid which escaped at the 
time of perforation large, or were only a few drops spilt? Did 
the escaped contents become smeared about among the intestines 
and omentum or did the escaped noxious fluid drop down into 
the cavity of Douglas while the patient was in the erect posi- 
tion? Did the escaped liquid contain enough toxic material or 
virulent bacteria to set up an irritation? Were the antitoxic 
powers of the besmeared tissues great enough to take care of, 
circumscribe, neutralize and carry off the escaped material? 
Was the perforation so large as not only to allow the escape of 
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pus, but also of concretions or even of fecal matter? What kind 
of bacteria and what kind of ptomaine or toxine did the diseased 
appendix contain? Finally, how strongly were the juices of the 
body or the tissues charged with antitoxins or in other words 
had immunity been establisht in the tissues and juices of suffi- 
cient power to successfully combat the infection? Upon these and 
similar circumstances will depend the clinical course of each case 
and whether or not an abscess will follow the perforation will 
depend upon the unknown conditions which I have briefly re- 
ferred to in the above questions. You can thus easily conclude 
that the peritonitis which will accompany a perforation and the 
localities which will be inflamed or which may be the seat of 
abscesses are very uncertain and must indeed be widely dif- 
ferent as to location, number and extent. 

I have had the evidence not only in autopsies in mortuo, but 
also in vivo, that the intestines are compresst and remain so whi'e 
the abscess grows entirely beyond the intestines in whose neigh- 
borhood it started and involves other neighboring loops of gut. 
lortunately for our patients the opium treatment of peritonitis, 
with its fearful death rate, has now been supplanted by the 
saline cathartic treatment and we can get evacuations of intes- 
tinal contents even in those cases where the outer coats have been 
rendered immovable by peritoneal adhesions. 

The term general peritonitis which was much in vogue some 
years ago and which, like so many other traditions in medi- 
cine, was handed from generation to generation and copied by 
one textbook writer from another, is also entering into a well- 
deserved desuetude. In many cases of peritonitis which resulted 
in death, thanks to the opium treatment—which in my younger 
days I reverently practist—I have never yet seen a case of acute 
peritonitis which by any stretch of the imagination could be called 
general. Peritonitis is always local and never have I seen it ex- 
tend over even one-fourth of the area of the entire lymph sac 
which we call peritoneum. I hope for the better understanding 
of this matter to soon be able to publish some exact geometrical 
measurements relative to the surface area of the peritoneum and 
to show how misleading and false the term general peritonitis has 
proven to be. It is true that by means of continued doses of 
opium and morphine we can put a splint upon the entire intestinal 
canal, but we know of no method or technic by means of which 
we can surgically reach the entire peritoneal surface. Pouring a 
large quantity of saline solution stained with carmine into the 
abdominal cavity of a dog demonstrates that the fluid will only 
come in contact with a small portion of the surface of the perit- 
oneum even when stirred about freely with the fingers. This ex- 
periment, easily made, will convince anyone of the fact that 
peritonitis is always limited and never general; and that irriga- 
tion of the whole peritoneum is practically impossible. 

I have taken the opportunity of urging this point because I 
have noticed that when a physician thinks his patien€ has gen- 
eral peritonitis in a septic form, it is likely to so discourage him 
that he will not be able to combat the process with as much 
energy and confidence as he should bring to bear. The term 
“general” should be abandoned and if we wish to indicate that 
there is a large surface of the peritoneum affected we might say 
diffuse, but even that term is misleading when we remember 
that peritonitis is always localized and limited in area and usually 
has a tendency to become circumscribed and that only in rare 


cases is it progressive. 

Abscesses of Douglas’s cavity rarely occur in cases of ap- 
pendicitis which run a mild course. I saw one case in a man 
aged 53 who passt thru an attack of appendicitis on a farm under 
expectant treatment lasting nine weeks. He was apparently 
well for three years when one day he was run into by a bicycle 
rider, the handle striking him upon the abdomen. This collision 
was followed by collapse and shock. The attending physician 
supposed that there was a rupture of an intestine. I saw the 
patient after twenty-four hours and made an abdominal section 
when I found that an old abscess of Douglas’s cavity containing 
at least two quarts of thick odorless pus had been ruptured, the 
pus escaping into the peritoneal cavity. When I saw the thick 
pyogenic membrane that had surrounded this quantity of pus, 
I knew that quite a severe blow was required to rupture the 
abscess and at first was inclined to suspect a tubercular spondy- 
litis or psoas abscess, but a careful search showed the appendix 
hanging with a remnant or stump over the left sacroiliac articula- 
tion and forming part of the sac. This man made an easy re- 
covery by simple drainage with a glass tube left in Douglas’s cav- 
ity for 16 days. There was no history of tenesmus or obstruc- 
tion in this case. 

I have observed that in some cases of abscess in Douglas’s 
cavity there is a visible and palpable fullness on both sides to 
the right and left of the bladder. I have also observed that in 
these cases the symptoms of obstruction are not so markt as 
they are in the cases in which the abscess is limited to the pelvis 
minor and does not rise above the brim into the major pelvis. 


The earliest operation of appendectomy in which I found pus 
in Douglas’s cavity was done on the third day of the attack and 
the amount of pus was over a pint. The large majority of cases 
were operated between the 8th and 15th days i. e. during the 
second week. I BELIEVE THE MOST RELIABLE SIGN OF 
DOUGLAS ABSCESS IS THE APPEARANCE OF ABDOMINAL 
DISTENSION EARLY IN AN ATTACK OF APPENDICITIS. 
This point is the one which I regard as being of the greatest 
practical importance and I particularly desire to ask of you to 
look out for this diagnostic guide in your future experience. I 
believe it is very necessary to be aware of the existence of these 
abscesses, because if recognized they are easily treated and 
brought to a favorable termination. 

Distension of the abdomen has too frequently been taken to 
mean general or diffuse peritonitis and has been treated as such. 
The distension was in reality caused by the compression of only 
a limited and short piece of the intestine, perhaps only the rectum 
or a loop of the sigmoid flexure. There are cases in which iliac 
abscesses will cause a compression and occlusion of the last loop 
of the ilium which will produce a distention of the abdomen. An 
examination of the cul-de-sac by means of the finger in the rec- 
tum will immediately clear up this point. In the absence of a 
Douglas’s abscess, the wise surgeon will under these conditions, 
immediately resort to the iliac incision and he will find the cause 
of the intestinal distention to be an abscess which is locatea in 
such a position that a loop of the ileum is so adherent to the 
omentum, cecum or the brim of the pelvis that it has caused a 
part of the ileum to become impassable for gas or feces. The 
evacuation of the abscess and the removal of the diseased appen- 
dix, followed by a loosely packt gauze drain, will be followed 
by relief of all the dangerous symptoms in nearly all cases. I 
have had a few cases in which a tight gauze pack created an 
obstruction as bad in its effect as the abscess itself had been, 
and I only call attention to this condition in order to show that 
considerable circumspection is necessary in dealing with these 
very common conditions. 

I have seen fecal fistula follow the operation for iliac ap- 
pendiceal abscess three times. In two of these cases a resection 
of a piece of the intestine was required to cure the fistula. In 
both cases the fistula was located in the ileum. In both it had 
been caused by gangrene of a small patch which had been so pe- 
culiarly and unfortunately folded or comprest that ischemia of 
the tissue lasted long enough to cause necrosis or gangrene of a 
circumscribed part of the intestinal wall. The wall of the intes- 
tine is one of those structures which will not bear ischemia for a 
long time and the order in which necrosis of the coats takes place 
is first, the muscular coat, second the peritoneal coat and lastly 
the mucosa is affected. It is thus that in some cases we find 
a black round spot of the dead muscular coat beneath a still 


transparent serosa and a living mucosa on the inside. Perfora- . 


tion in these cases is nevér followed by escape of intestinal con- 
tents in the general cavity because the gangrenous gut is always 
well walled off by adhesions and exudations producea by the sur- 
rounding healthy intestines. Escape of feces into the peritoneal 
cavity in these cases is always indirect. 

The diagnosis of abscess in Douglas’s cavity is made by the 
digital examination of the rectum and this rectal examination 
should always follow the inspection and palpation of the abdo- 
men in every case of peritonitic disease and most particularly in 
cases of abdominal distention in which palpation of the abdomen 
may leave us in the dark. : 

The typical Douglas’s abscess will be found elastic and hard, 
apparently filling the rectum like a large lemon and in the men 
the finger will glide backwards against the sacrum just as it 
passes the prostate gland. In other cases of abscess, such for 
instance as iliac abscesses which have extended downwards, the 
finger will pass up into the rectum without being deflected back- 
wards and will detect an indistinct resistance much higher up. 
Dropsical effusions or other liquids in the peritoneal cavity will 
give a soft yielding resistance to the examining finger and are 
— distinguisht from the hard elastic circumscribed Douglas’s 
abscess. 

The treatment of appendicular abscesses is a subject of great 
interest, but does not come under the scope of this paper. The 
principles which govern the management and operation of these 
cases are well understood and the selection of a method will be a 
matter to be determined in each case. The drainage per rectum 
in men and per vaginam in women, of typical Douglas’s abscesses, 
is an easy and regularly successful treatment in uncomplicated 
cases. In cases in which the Douglas’s abscess is complicated 
by iliac, lumbar or some other abscesses or in which the Doug- 
las’s abscess reaches so high that it can be felt above Poupart’s 
ligament it has often been opened and drained from the anterior 
abdominal parietes. The primary cause is the epityphlon and I 
need met waste words in this assembly surgeons on its proper 
treatment. 
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THE SIGNIFICANCE OF HEMATURIA.* 


BY J. BLOCK, M. D., KANSAS CITY, MO. 
Fellow of the Kansas City Academy of Medicine. 


Hematuria is so conspicuous a feature in the array of symp- 


toms of such a variety of maladies, that it has justly received the. 


attention that is deserves. In some instances it is the one par- 
ticular and salient point of departure from a previously normal 
state and upon the appreciation of the particularities that invest 
its manifestation depends the answer to the trio of queries al- 
ways uppermost in the minds of the clinician, namely: diagnosis, 
prognosis and treatment. 

That the laity realizes its relation to different parts of the 
urinary tract and to a number of diseases, is well known since 
the terms “bleeding kidney” and “stone” are sufficiently com- 
mon with them upon the appearance of blood in the urine and 
but few can be as complacently reconciled with the diagnosis 
of hematuria as they are when the hemorrhage arises from the 
genital region in the female by designating it as a metrorrhagia 
or menorrhagia. 

The source of the blood, the character and location of the 
lesion always evoking the interest and attention of the older sur- 
geons, they strove with commendable zeal to divine the origin 
of the former by certain appearances of the mingled blood and 
urine, the form and dimensions of the clot and the character of 
the sanguineous sediments. 

Where the real and the fanciful, the fact and the specula- 
tive, contended for supremacy, it was not long before an ever- 
increasing and unsatisfactory experience recognizing the limita- 
tions of these crude methods, began to realize the advantages 
that might accrue from the adoption of some of the more recent 
discoveries in the field of the physical sciences. 

Since the time of Desormeaux in the early fifties, the illum- 
ination of the urinary tract has been the aim and purpose of 
many painstaking experimenters. The earlier laborers in this 
field contented themselves by limiting their attempts to the ure- 
thra. Visual demonstration of lesions in the interior organs 
received fresh impetus from current achievements in the arts 
by improved electrical appliances, and Leiter, Nitze and more re- 
cently Caspar were supposed to have attained the acme of per- 
fection by their clever devices for exploring the male bladder, 
catheterizing the ureters and rendering visible that which was 
heretofore regarded as an inference, or at most a good guess. 
Pawlick and Kelly rendered similar service by indirect or re- 
flected illumination of the female bladder. 

Each inventor in turn, assuming that he had surmounted 
receding technical defects, heralded his instrument and methods 
as the one par excellence; all of them concurred in the notion 
that by physical means only was it possible to infallibly deter- 
mine the source of the hemorrhage and perhaps character of 
the lesion. Another physical means which readily found favor 
because of its simplicity and readiness of application was that 
of urinary segregation with the apparatus of Harris, and finally, 
tho with greater reserve in its claims, for the reason that its 
limitations were already clearly defined, the ray of Roentgen 
was included to complete the mechanical diagnosis of disease 
in the urinary tract. : 

Wrested from the domain of the physical sciences these have 
been among the greatest contributions to the medical and surgi- 
cal art during the last two decades and despite their limitations 
—reluctantly admitted by inventors and expert specialists—have 
placed the diagnosis and therapy of the genito-urinary region 
upon an approximately exact footing. Unfortunately, however, 
with the progress of the physical means, there has been a cor- 
responding disregard for, anamnesis; indeed might it be justly 
said that clinical history is now regarded as inversely important, 
the more expert specialist often solely relying upon the revela- 
tions of cystoscopy, ureteral catheterization and urinary segrega- 
tion. 

“The object of this contribution is to make a plea for some 
of the older means of diagnosis—just as valuable today as they 
were formerly and, within certain limits, equally as exact as the 
newer methods, and by a number of illustrative cases recently 
brought to my notice, demonstrate the possibilities of arriving 
at a conclusion as readily ; also to insist that we shall not dis- 
regard either, but always avail ourselves of the rational as well 
as the physical evidences wherever and whenever we are con- 
fronted with a problem for solution, frankly accepting the lim- 
itations of both in a zealous endeavor to substitute the defects of 
the one by the perfections of the other. 

Before entering into the narration of the several interesting 
cases mentioned, permit me to give a summary of the relations 
of urinary hemorrhage in the diagnosis of several of the com- 
moner diseases of the urogenital system. 


*Read before a meeting of the Kansas City Academy of Medicine. 


Practically, pathologic or traumatic hemorrhage in the an- 
terior urethral region of the male and all of the canal in the fe- 
male, is evidenced by bleeding during the intervals of micturition. 
The endoscope with any of the means of illumination reveals 
its exact position, extent and character. 

In the posterior region this is not so simple for if the 1eak- 
age be any considerable amount it may flow into the Madder 
before the detrusor is sufficiently excited to expel it and mixing 
with the urine, it may be assumed to be vesical; here, too, the 
advantages of csytoscopy and endoscopy are apparent, but the 
history must not be neglected. Generally speaking there is a 
preceding story of an infecting agent, (the gonococcus) having 
proceeded in its infliction from before backward, or the introduc- 
tion of a pus producing organism by careless catheterization. 
Usually the amount of blood is small, often so small that micro- 
scopic evidence is essential to demonstrate its presence. The 
two or three glass test is also an eflicient aid anu the story of 
tenesmus, dysuria and frequency complete the picture. Malignant 
or benign neoplasms and tuberculosis are but rarely exclusively 
confined to this vicinity, the history of the latter being entirely 
different and associated with emphatic collateral regional evi- 
dence usually unmistakable. 

Let us now take the bladder. The history is most important. 
By patiently gathering the facts, placing them consecutively, 
noting the character of the micturition; the relation of the hemor- 
rhage to the act, the quantity of blood and the frequency of its ap- 
pearance, supplemented by the commoner physical means as prac- 
tist by the touch, we can often dispense with illumination as a 
corroborative—particularly when this is difficult or impossible as 
it sometimes is—and almost positively claim this as the bleed- 
ing organ, and if we can do this positively or negatively we have 
the key to the whole situation. 

A hemorrhage induced by a calculus, uncomplicated by any 
other affection is usually slight and of short duration and gen- 
erally provoked, that is to say, brought on by undue exertion, a 
jolting vehicle, etc.; it readily subsides by rest alone. The other 
accompanying signs such as dysuria and tenesmus are self-evi- 
dent. The important point if uncomplicated, is its short duration, 
and comparative mildness, its provocation practically traumatic, 
and the readiness to which it yields by rest. Finally the extended 
touch by the sound in the majority of instances reveals the pres- 
ence of the offender. 


A hemorrhage induced by a neoplasm has its own particular 
history—a history almost as nearly pathognomic as the eruption of 
measles or scarlet fever. In order to elicit it, allowances must 
be made for defective and treacherous memories, inexplicable 
ruses resorted to by smart patients to deceive the physician—or 
perhaps rather a desire of these clever ones to test the capacity 
of their attendant—and finally conflicting statements induced by 
preconceived notions arising in the mind of the patient or prompt- 
ed by other diagnoses. This form of hemorrhage, whether slight 
or severe, is always unprovoked. It is never induced. It might 
be called spontaneous. It usually continues for a number cf 
days and is not controlled by rest. But its most characteristic 
feature, the one that stamps it with an almost undeniable posi- 
tiveness is the long interval between its first and second appear- 
ance, often years in duration. Histories of six and seven years 
are not uncommon. One of the most interesting examples com- 
ing under my observation had a history of five years interval 
and this from the statements of an unusually acute observing 
patient with some regard for the truth. Unless the bladder be- 
comes filled with clots sufficient to excite cystospasm, there is no 
pain. Pain is a late symptom usually induced by infection, add- 
ing a cystitis to the train of evils. 


The interval between the second and succeeding hemorrhages 
is much shorter ; it may be a number of months or perhaps only 
weeks. The intervals between the recurring hemorrhages grow 
shorter and shorter until finally they become practically continu- 
ous. Since the majority of these growths occur, whether they be 
benign or malignant, in the neighborhood of the trigone or neck, 
the act of micturition has an effect similar to that of squeezing 
a sponge, the major portion of the blood appearing during the 
latter part of micturition. The remarkable fact that malignant 
growths in this region may have a history of even fifteen years 
without metastasis deprives us of the cachetic features of these 
neoplasms. They furnish a picture of exsanguination rather 
than of cachexia. : 


I trust I may be pardoned a repetition of a former state- 
ment, for it will bear iteration and reiteration, if its importance 
will only be recognized. It is the long interval between the 
first and second hemorrhage, the gradual shortening of the suc- 
ceeding intervals until finally a period of continuity is reacht 
which indelibly stamps this as the history of a vesical neoplasm. 
I have upon this history alone a number of times correctly diag- 
nosticated such growth and unhesitatingly place more reliance 
upon this than almost any physical means of exploration, be 
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it by the touch—and the bimanual is very satisfactory if the 
growth has attained any size—or illumination. The latter indeed 
is practically impossible where the bleeding has reacht the con- 
tinuous stage, despite the ingenious devices for clearing the 
bladder by a continuous current of water. 

A hemorrhage from a congested prostate has its own history 
if uncomplicated. A previous history of nocturnal frequency and 
polyuria in a man over 55, hesitating and interrupted micturition, 
partial or complete retention, trauma from maladroit catheteriza- 
tion and combined with the touch bimanually is usually sufficient 
to establish a diagnosis. 

Tuberculosis of the bladder often reveals itself by preliminary 
hemorrhages, unprovoked and painless very much as a hemoptysis 
announces the incipiency of a pulmonary phthisis. It is useless 
to search for the bacillary evidences in this stage. They only ap- 
pear in the urine when the succeeding destructive changes of an 
associated infective cystitis—usually induced—supervene. Yor 
this season one must avoid the sound whenever tuberculosis is 
suspected. When this incurable malady appears primarily in the 
urogenital tract, the diagnosis is generally indisputably estab- 
lisht by concomitants that leave little room for doubt. The epi- 
didymis, the vas, the vesica, or the prostate (one or more) and oc- 
casionally even all symmetrically are the bearers of the charac- 
teristic nodules. 

Let us now rapidly review the character and course of renal 
hemorrhages. Beginning with that incidental to calculous affec- 
tions, we find that when they do occur they are usually slight in 
quantity, short in duration and when the blood is macroscopically 
present always associated with the more or less classical syn- 
drome-complex known as renal crisis. I speak of its (the blood’s) 
macroscopic presence in contradistinction to the microscopic for 
the reason that in quite a proportion, if not a majority of cases, 
renal colic due to the presence of stone completes its course with- 
out bloody urine. On the other hand it is a very significant fact, 
and one upon which Geuterbock lays great stress ‘that the more 
or less constant presence of a few red corpuscles in the urine 
independent of the crises, means a stone either in the pelvis of 
the kidney or bladder. I have been able to verify this law in 
quite a number of instances.. 

Quite recently a prominent surgeon of this city sent me a 
case for diagnosis where the patient alleged that he had passt 
urine at times sufficiently tinged as to have been regarded by 
himself and attendant as blood. He also complained of an almost 
constant aching in the right loin, often radiating into the right 
groin, at times so severe as to require anodynes. His condit:on 
was such as to disqualify him for his customary labor. Tho pal- 
pation by the bimanual with deep inspirations failed to reveal 
the kidney he presented one point of extreme sensitiveness near 
the spine just beneath the last rib. The urinary examination 
disclosed an abundance of mucus, uric acid, urate crystals, some 
leucocytes and a little epithelium and an occasional red blood 
cell. Upon the latter I ventured the provisional opinion that it 
meant a calculus. My friend differed, alleging the proof as in- 
sufficient and to reconcile this difference or at any rate to arrive 
at something positive, invoked the aid of the Roentgen ray which 
in this particular case proved equal to the appeal, disclosing the 
presence of a good-sized stone. : 

I have laid particular stress upon the sign or law as enunci- 
ated by Geuterbock as a very valuable indication when associated 
with other presumptive symptoms. ‘The corpuscles may not al- 
ways be present but when they reveal themselves and in con- 
junction with other well known signs, it may be accepted as 
practically an infallible evidence of stone. 


A renal hemorrhage depending upon a neoplasm as the ex- 
citing cause pursues a course especially distinctive, and is usual- 
ly groupt with a set of symptoms strongly suggestive of its pres- 
ence. Like a vesical neoplasm the hemorrhage appears without 
provocation, is relatively long in duration and usually considera- 
ble in quantity. The interval between the next and that which 
preceded it is also considerable, sometimes a number of months, 
but never greatly protracted. The succeeding hemorrhages also 
appear in gradually reduced intervals to finally become continu- 
ous ; but there is this remarkable difference: when issuing from a 
vesical growth the bleeding remains continuous until the patient 
perishes from exsanguination or is relieved by art. When the 
offender is located in one of the emunctories it finally ceases 
definitively for the probable reason that the ureter becomes blockt 
by the advancing growth. It is a mistake to assume that these 
growths—usually malignant—are painful. In general they are 
not. During the more copious hemorrhages we may and do 
have agonizing crises, simulating renal colic, owing to a clotting 
in the pelvis and ureter, but in the interval there is generally 
no pain. Internal pain and tenderness is more suggestive of 
stone than of growth. Another but only occasional sign is the 


by pressure of the advancing neoplasm upon the renal or sper- 
matic vein, 

Hematuria due to an acute parenchymatous nephritis in the 
course of the exanthemata, the infectious and paludal fevers 
which are due to tropical parasites, or circulatory disturbances 
in the progress of cardiac affection or during gestation, has its 
own distinctive history to which I only refer for it belongs to the 
domain of imternal medicine. In this event the hematologist and 
ne become the most eflicient collaborators of the phy- 
sician. 

I have purposely refrained from any description of the form 
and size of the so-called hemorrhagic molds sometimes accepted 
as distinctive of certain affections. Not that they are entirely 
without value ; indeed when conditions are favorable for their 
production, they may be regarded as strongly suggestive of the 
source of the bleeding. But unfortunately these favoring circum- 
stances are often lacking, and again when once produced the evi- 
dence is often vitiated or rendered indistinct, by subsequent in- 
terference. It is plainly evident that were the hemorrhages 
small in amount and leakage gradual, the commingling of the 
blood and the urine would be such that when they issue from 
the meatus it would be without clots. Again if the hemorrhage 
be considerable and yet not sudden, it would hardly have time to 
clot in the pelvis and produce the classical long, worm-like 
mold in passing thru the ureter. Again even admitting that it 
did, if a number of them were detained in the bladder and that 
viscus excited to their expulsion, the cystospasm induced (plus 
the urine) would produce a melange scarcely recognizable—or, 
perhaps, a mold of the urethra instead of ureter. Further on I 
purpose relating such an instance. Nevertheless this means of 
uaa testimony should not be ignored but patiently sought 
or. 

Much might be added confirming the view of according 
prominence, if not pre-eminence, to the clinical data in hemor- 
rhage of the uro-genital tract, but it would be exceeding the 
limits of the time allotted to me, not to say your patience. 

I will now briefly relate the history of two cases recently 
ee to my notice both strongly apropos of the preceding 
remarks. 


CANCER OF KIDNEY—NEPHRECTOMY. 


A man 50 years of age, of large and rugged frame, promi- 
nent chest and well-vaulted diaphragm was first seen by me 
early in October in consultation with a colleague in this city. 
He was considerably emaciated, anemic and slightly cachectic. 
He was then and had been having quite a profuse hemorrhage 
for about a week with cystospasm during the expulsion of clots. 
We elicited the following history with reference to the bleeding: 
The first hemorrhage was noted Nov. 16, 1899, slight in amount 
and painless; the second day during or just after the holidays; the 
third April 1, 1900 ; the fourth August 7; and finally, Oct. 7, the 
last ; at each recurrence the hemorrbage was greater and of 
longer duration ; the last being so profuse that interference seem- 
ed urgent, and imperative. Renal palpation was difficult owing 
to the conformation of the chest and the bimanual of the bladder 
deceptive because of clots. An epicystotomy exposed a bladder 
free from disease but revealed the source of the hemorrhage as 
issuing from the right ureter and from which a characteristic 
mold some 12 inches long was extracted, tho none such were 
present in the pot de chambre. [ Note the preceding remarks. ] 
Later an incision in the loin brought a greatly enlarged malig- 
nant kidney involving the entire organ, with an additional boss 


sudden appearance of varicocele upon the involved side produced 


upon the convex border, into view. The nephrectomy, tho diffi- 
cult, was neatly and well performed by the surgeon and with- 
out much shock despite the condition of the patient. : 

The error in diagnosis, tho only made presumptively, was 
not entirely excusable. 

The history was plainly that of a renal neoplasm as shown 
by the previous remarks and tho interference was imperative, a 
little more time and patience would have disclosed the source 
of the bleeding. I doubt whether the cystoscope would have 
been available in the presence of such constant bleeding. Segre- 
gation would have furnisht a better clue despite its theoretical 
defects—if the bladder had been temporarily freed from its clots. 
But better than all would have been to have heeded the warning 
notes of the history supplemented by renal palpation under anes- 
thesia. The error tho excusable was palpable, and for this I 
must assume my share of the condemnation. I make this frank 
avowal for the reason that I have for many years been aware 
of the difference in the hemorrhagic course of renal and vesical 
neoplasms both from my own experience and that of others in 
this special field. 
CANCER OF KIDNEY—EARLY NEPHRECTOMY. 


During the past summer another beautiful example was 
brought to my attention occurring in the practice of Dr. 
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George Lilly of this city. A lady about 64 years of age had had 
four urinary hemorrhages at approximately two and one-half 
week intervals, copious as to quantity and from one to two days’ 
duration. The first and second were associated with severe renal 
crises, the third painless, the fourth resembled the first and sec- 
ond in character. There was no internal pain nor cachexia. 
Diagnosis in the mind of Dr. Lilly lay between stone and carci- 
noma with an inclination toward the latter. From the history 
I felt positive that malignant renal disease was the incriminating 
hemorrhagic factor, especially sinée the amount of blood was 
considerable, the intervals painless and the third hemorrhage 
without renal colic. Upon examination we found the right kid- 
ney somewhat enlarged but easily palpable for the reason that it 
was abnormally mobile, tho not “floating.” Yet we could not 
positively declare there was a growth for it felt fairly smooth, 
regular and symmetrical. Dr. Lilly did a nephrectomy revealing 
a malignant neoplasm about the size of a hickory nut, at the 
lower pole. It is fair to assume that the patient will have a long 
respite with the possibility of a non-recurrence elsewhere. A 
brilliant result, the consequence of an unusually early diagnosis. 

In closing this hasty sketch of symptoms and review of cases 
I cannot refrain from paying tribute to the great minds that have 
preceded us in the art of surgery and the practice of medicine; 
great men unaided by instruments of precision, with keen minds 
always alert, observing and grouping facts and symptoms. Stu- 
dents and philosophers true to inductive methods, they have en- 
nobled our calling and blazed the way for those who are now 
seeking to perfect modern medicine by enlisting the physical 
sciences in our cause. 

Until we have attained the ideal in the preciser methods, 
when nature will be compelled to disclose her secrets in the 
full light of day let us not ignore the well accredited symptoma- 
tology which the fathers of medicine were years in gathering 
and which has stood the test of time. Every new device should 
be included in our armamentarium for the detection and cure 
of disease, but its shortcomings should be recognized and ad- 
mitted ; and when combined with an analytical and rational 
method, it becomes an aid and not a disappointment. By the 
proper employment of both we cannot fail to reach the goal. 


GASTRO-JEJUNOSTOMY IN GASTRECTASIS WITH REPORT 
OF TWO TYPICAL CASES.* 


BY A. H. CORDIER, M. D., KANSAS CITY, MO. 


President Mississippi Valley Medical Association; Professor Abdominal Sur- 
gery, University Medical College. 


Abdominal surgery as practist to-day by American surgeons 
is a typical demonstration of surgical ingenuity, and the appli- 
cation of methods approaching perfection. The peritoneum is as 
“sacred” to-day as of old, but modern asepsis has robbed this 
dangerous-to-invade sac of its bars to intrusion. 

Dirty operations and imperfect technic bring disasters the 
same is in former years. The peritoneum is filled with hollow 
viscera, most of which are essential to life; but these naturally 
contain myriads of pathogenic germs—hence the opening of one 
of these organs is fraught with many dangers, unless the surg- 
ery is most skillfully performed. A single improperly applied 
stitch may lead to the loss of a life. 

Until recent years most of the operations on the abdominal 
part of the alimentary tract have been performed as emergency 
and directly life saving procedures. The success in that class 
of cases leads naturally to an extension of surgery to operations 
having as the indications not primarily the saving of life but 
= relief of suffering, the restoration of function and prolonga- 
ion of life. : 


While gastrectasis, in the majority of instances, is due to 
some form of pyloric obstruction, there are other cases in which 
the stomach is dilated from purely a muscular atony-myasthenia. 
We have been told that dilation of the stomach is a sign of 
cancer, but while it is true that one of the frequent causes of 
pylorie obstruction is carcinoma, yet it must be remembered 
that dilatation of the stomach is a slow and gradual process, 
and that cancerous extension to the muscular coats of the stom- 
ach may take place early, and that these patients frequently die 
before any obstruction with dilatation takes place. I call at- 
tention to this phase of cancerous obstruction because so many 
cases of non-cancerous stenosis, with great dilatation, are re- 
fused relief by surgeons. 

A diagnosis of malignant pyloric obstruction has cost many 
a patient his life by robbing him of the opportunity offered by a 
gastrojejunostomy. In the majority of cases the dilatation is 
not due to a cancerous obstruction. A pathological closure of 


*Author’s abstract of paper read before the Medical Society of the State of 
New York, 


the pylorus that leads to the retention of the stomach’s contents 
—ischochymia—will sooner or later produce changes incompati- 
ble with comfortable and healthful existence. 

The pyloric and duodenal fixation is at a much higher point 
than the bottom of the sacculated stomach. Any operation 
having as its object the relief of this distension and retention 
must be made with a recognition of the above facts, and a site 
selected for the opening near the dependent portion of the di- 
lated organ. 

In reports of many cases of pylorectomy and pyloroplasty 
the symptoms have not disappeared. The same is true of the 
improperly performed gastroenterostomies. The weight of the 
retained food produces a downward displacement of the. stom- 
ach, decomposition, gas formation, chemical and bacterial 
changes are constantly going on, resulting in chronic ptomaine 
poisoning and starvation. These are briefly the unnatural con- 
ditions to be overcome in the treatment of a pyloric obstruc- 
tion regardless of the character of the pathology. 

I have noticed in most of my cases after the operation that 
the normal secretory function of the stomach has been restored, 
and that disagreeable intestinal indigestion has disappeared—de- 
composed and improperly prepared food, leaving the stomach, 
as such will not be digested or assimilated by the intestines. 

In most of my cases at the end of two or three months the 
patients have gained much in weight, uncomfortable symptoms 
have disappeared, and the size of the stomach has materially 
diminisht and lost motility is restored. I have noticed that a 
stomach before operation that extended several inches below the 
umbilicus has, in the course of several months post-operative, 
receded to nearly its normal position. 

After the operation these patients eat anything they desire 
and are not aware of the fact that they have a stomach. In- 
testinal indigestion, a frequent companion to a dilated stomach 
usually disappears. The capacity of the stomach may vary 
from the usual four pints to a much larger quantity, and yet 
remain functionally normal—megastria. This condition does not 
call for surgical intervention unless, by its pressure on the oth- 
er organs, symptoms are induced demanding relief. The appli- 
eation of gastro-jejunostomy is not limited to cases of dilated 
stomachs, but has a much wider scope, as in some cases of gas- 
trie ulcers, etc. 

The use of the stomach-tube, of proper diatetics and tonics 
should not be depreciated in the management of the atonic va- 
riety of dilatation, yet their use should be discarded after a faith- 
ful trial, if their futility is demonstrated. 

The method of operation is of prime importance to secure 
good results. The incision is made in the median line above 
the umbilicus. In none of my cases has it been necessary to 
make the cut in the abdominal wall longer than three inches. 
A small incision shortens time of operation, prevents bowel hand- 
ling and extrusion, minimizes the dangers from leakage of fluids 
into peritoneum, and is prophylactic of hernia. 

Malignant disease of the pylorus, giving rise to an occlusion 
or partial closure, with a resulting dilatation, is best relieved 
by the operative procedure recommended in this paper. It must 
be remembered that when a malignant disease of the pylorus has 
advanced to a period in its history when it produces a closure. 
of the pylorus, it has also advanced beyond the limit of probable 
total extirpation; hence, temporizing and comfort-giving surgery 
(by methods entailing the least danger to life) is to be applied 
in the case. 

Pylorie resection for cancer, while a brilliant procedure, has 
not been crowned with such success, as far as cure is concerned, 
that would entitle it to be placed on the list of advisable and 
warranted surgical operations. This statement, I fully recog- 
nize, is at variance with the writings and practice of some of 
the world’s greatest teachers and surgeons. Surgical proced- 
ures of long duration on anemic patients is fraught with much 
danger. Malignant disease of the pylorus soon induces profound 
anemia and cachexia, both militating against successful surgical 
work. A pylorectomy or a pyloroplasty takes too long, as a 
rule, for a low mortality in anemic patients. 

The importance of the operation of gastro-jejunostomy as a 
drainage operation has not been dwelt on sufficiently. The di- 
rection of the motion of the stomach makes no difference in this 
operation, the intestine above the site of the anastomosis atro- 
phies to quite an extent after the operation as its only function 
is conducting the bile and pancreatic fluids downward. The 
intestinal peristalsis will divert any tendency of the fluid to go 
upward. 

While in most cases it is desirable to make the anastomosis 
at the lowest point of the stomach on its posterior wall, equally 
as satisfactory results have been obtained by an anastomosis at 
the most dependent point on the anterior wall. 

Some of these patients are in such desperate physical condi- 
tion that the shortest possible time of operating should be ob- 
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tained. It takes a few minutes longer to perform the operation 
when the anastomosis is made in the posterior wall. 

A coil of jejunum should be selected as the portion of the in- 
testine to use in the anastomosis. If anterior wall of stomach 
is selected the intestine will, of course, have to cross in front ot 
the transverse colon, and enough “slack” should be allowed to 
prevent any undue compression on the colon or dangerous tension 
at the site of the gastro-intestinal union. In one of my cases the 
anterior wall of the dilated stomach had descended below and in 
front of the transverse colon, making not only the anterior anasto- 
mosis easier, but most desirable. The colon in this case was an- 
chored by adhesion that prevented its descent with the stomach. 
The one important practical truth to keep in view in the selection 
of the site of anastomosis, is that the operation is a drainage or 
emptying one and that the opening must be at the bottom. A 
barrel will not empty its self thru the bunghole while setting on 
its end. I have used the Murphy button in all my cases. 


CASE OF GASTRO-JEJUNOSTOMY. 


Case I.—Mr. L., aged 66. This man some eight years ago 
had an attack of hepatic colic lasting several hours. This was 
followed by a jaundice that persisted for three weeks. He 
soon regained his former good health and remained well up to 
two years ago, at which time he had another colicy attack, not 
so severe, and not followed by jaundice. One year ago he began 
having more or less pain in the region of the stomach, or rather 
as he exprest it, uneasiness after eating. ‘Two or three months 
later he began losing his weight, and had occasional vomiting 
spells—but with no blood at any time. At my first visit he 
could not digest or retain any solid food, tho muscular action of 
stomach was good. He was greatly emaciated, having former- 
ly weighed 240, at this time only weighing 120 pounds. His 
appetite was fairly good, and liquid nourishment was taken with 
a relish and fairly well taken care of. Solid food caused much 
pain and nausea, until relieved by vomiting. On examining him 
I found that his skin was flaccid and “swarthy,” but not of ma- 
lignant appearance. Pulse and temperature were normal. An 
examination of the abdomen revealed a greatly dilated stomach, 
its peristalic action could be seen plainly thru the thinned perie- 
tes. There was pain on pressure at any point, only in the vi- 
cinity of the pylorus there existed a sense of unnatural resist- 
ance, covering an area the size of the palm of the hand. A test 
meal examined, revealed an absence of hydrochloric acid. A 
diagnosis of malignant stenosis of the pylorus was therefore the 
most probable diagnosis, yet I did not believe there existed a 
malignant condition. He was given a tonic of strychnine and 
iron; and nutrient enemata ordered each four hours. Under this 
course he gained eight pounds in a month. 

Operation: Thru a median parietal incision above the umbil- 
icus, four inches long, a loop of jejunum was pulled into the in- 
cision after pushing the omentum to the left. The anterior 
wall of the stomach was delivered, and a site selected at the 
lowest point of the dilatation, an opening made, puckering stitch 
applied, and one-half of a Murphy button put in. The jejunum 
was treated in like manner, and the two halves of the button 
put together. A continuous Lembert suture around the button 
was applied for additional safety. Time required for operation 
was fifteen minutes. 

He left the table in good condition; vomited for the first 
time ten hours after operation—large quantities of bile. Two 
days later he had a similar attack. His bowels moved on the 
second day. No distention at any time. At end of twelve days 
I could feel the button near the cecum. It had evidently com- 
pleted its work. It past on the fifteenth day. 

His symptoms all disappeared, and he gained sixty pounds in 
weight! No evidence of malignancy could be found at the time 
of operating. His case was one non-malignant stenosis of pylo- 
rus. He lived four years and died of a pneumonia, 


GASTRO-JEJUNOSTOMY—MURPHY BUTTON—fOR CAN- 
CER OF PYLORUS. 


Case II.—Mr. R., Salina, Kan., January 17th, 1900. Age 67.— 
This man formerly weighed 180 pounds. Four months ago he 
began losing weight and complained of some uneasiness in the 
region of stomach, but no severe pain at any time. His bowels 
were very much constipated; in fact, there had not been a natur- 
al bowel movement in three months. Enemas had been used, 
and only a little mucus and fecal-stained fluid was past. The 
obstruction at pylerus has been complete for the last two montns. 
During this time the stomach tube has been used twice a day, 
and the contents of the organ removed by these washings. He 
has not vomited much. At no time has there been any hemate- 
mesis. Pain has not been a prominent symptom at any time. 


teries. No fever or increast pulse beats. Abdomen flaccid and 
free from tenderness. No cachexia. In recumbent position, 
nothing abnormal could be detected on palpation. 

When he was placed in a sitting posture by deep firm pres- 
sure I could detect a hard mass in the right side near the um- 
bilicus. ‘This mass was the size of a two-ounce, round prescrip- 
tion bottle, was quite freely movable, the range of mobility rep- 
resenting an arc of a circle, the axis of which appeared to be 
near the normal fixt point of the pylorus. When his stomaclr 
was filled with water (six pints) it descended to an inch below 
the umbilicus. He was starving, as the stomach could not pre- 
pare and absorb the food necessary to hold his health’s standara. 


An operation was advised, and preparations begun at once to 
get him ready for same. Nutrient enemas were given each 
four hours. Small quantities of concentrated nourishment were 
given day and night, and the stomach was washt by tube twice 
a day. Large saline injections were given per rectum, two or 
three times in the twenty-four hours. Chloroform was admin- 
istered, and a median incision was made above the umbilicus. 
The intestines were empty, hence, it was an easy task to find the 
jejunum and pull it into the incision. The stomach was easily 
and quickly found, and also delivered, in part, thru the incision. 
In this case time was a most valuable consideration, as the pa- 
tient was in such a condition that any prolongation of time 
meant death to the patient. After the intestine and stomach 
had been well surrounded with gauze in the incision, an opening 
was made in the jejunum some fifteen inches below its fixt up- 
per part. The opening of the bowel, of course, being made on 
convex surface, the purse-string suture having been introduced 
before opening the gut. The portion of the button holding the 
string was introduced into the bowel, and the puckering string 
tied snugly about the stem of the button. A point nearer the 
lower side of the stomach, or better, “bottom” of the stomach, 
was selected and treated the same as the bowel, and the two 
halves of the button were pusht together, a continuous Lembert 
suture being used about the button to give additional strength 
in case of severe vomiting. 

The anastomosed stomach and jejunum were then replaced 
and the abdominal (two and a half inch) median incision closed 
with silk worm gut sutures. Time of operation eighteen min- 
utes. During this short period of operating the patient’s pulse 
and respirations ceast four times, requiring artificial respirations, 
and during the whole time of operating his chest and head were 
kept lowered. Following operation he did not have an ugly 
symptom. He was nourisht per rectum for forty-eight hours, 
after that he took beefsteak and other concentrated food daily. 
There was no vomiting, and only two stomach washings on 
fourth and fifth days. His bowels moved on the third day. 

At the end of two. weeks he sat up in bed, at the end of three 
in a chair and in the fourth week returned home. 

This patient died eleven months later from an extension of 
the malignant disease. He had no return of his obstructive symp- 
toms after the operation. 

I am surprised that this operation has not become more 
popular, as the indications for its performance are so plain, the 
relief brought so prompt and permanent, and the mortality so 
low and patients requiring it so numerous. Some of our most 
widely known surgeons have never, they write me, performed 
the operation. 

I recognize how few of the important features of this subject 
can be embodied in a paper to be presented before a medical so- 
ciety. I trust the discussion may elucidate the omitted phases. 


DEDUCTIONS. 


Cancer of pylorus, even tho removed, returns quickly, and al- 
ways kills, 

Pylorectomy is attended by a high mortality and is not jus- 
tifiable surgical procedure in advanced carcinoma of the pylorus. 

Gastrectasis due to a malignant closure of the pylorus is best 
treated by a gastro-jejunostomy. The operation as advised py 
Wolfler or Van Hacker best meets the indications. 

It is not necessary to twist the bowel in making the anasto- 
mosis in order to prevent the bile from entering the stomach. 

The anastomotic opening in the stomach should be at the 
most dependent point of the dilated organ. 

The operation is attended by a low mortality. 

In all cases in which markt dilatation of the stomach exists 
accompanied by emaciation, pain and invalidity the operation ot 
gastro-jejunostomy should be performed. 

The relief of pain, due to the effort of the stomach to relieve 
itself, follows this procedure at once. 

The patient gains rapidly in weight and if non-malignant dis- 


I found him much emaciated and very weak with calcareous ar- 


ease be present, his former good health is restored. 
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EARLY RECOGNITION OF UTERINE CANCER.* 


BY H. S. CROSSEN, M. D., ST. LOUIS, MO. 
Late Superintendent of the St. Louis Female Hospital. 


In the city of St. Louis alone during the last five years two 
hundred and forty-one women have died of cancer of the uterus! 
If we assume that the percentage is practically the same in all 
the larger cities, ten of our principal cities (Baltimore, Boston, 
Brooklyn, Chicago, Cincinnati, New Orleans, New York, Philadel- 
phia, San Francisco and St. Louis, with an aggregate population 
of 8,250,000) have had 3,400 deaths from uterine cancer in the 
brief space of only five years. Presuming the proportion of 
deaths from malignant disease to be only half as large in the 
country as it is in the larger cities, we have in the United States 
during the last five years more than 13,000 deaths from cancer 
of the uterus, or about 2,600 per year. 

Why should thousands of women be allowed to die of this 
disease every year? Cancer of the uterus is a curable disease. 
In its incipiency it is purely local and is confined to a part which 
admits of complete removal. 

We, as physicians, have a grave responsibility in this matter. 
A patient whom some doctor may be treating now for appar- 
ently “chronic inflammation of the uterus,” and who relies upon 
his skill and judgment to make her a well woman, may have 
beginning malignant disease; and by the time undoubted 
signs of malignancy become markt the cure of the patient by even 
the most radical operation will have become questionable, if not 
impossible. How, then, are we to discharge our responsibilities 
in this matter? We can not curret every woman that comes 
to us, nor excise and examine a piece of the cervix, simply )be- 
cause there is a possibility that she might have cancer. 

What is needed is the adoption of a practical mode of pro- 
cedure for determining certainly, in patients with uterine disease, 
whether or not malignant infiltration is present. And it is my 
present endeavor to outline such a mode of procedure. 

“Malignant disease of the uterus” means either carcinoma 
or sarcoma. Carcinoma may start from the squamous epithel- 
jum covering of the cervix, from the cylindrical epithelium lin- 
ing the canal of the cervix and body of the uterus, or from the 
gland-cells situated deeply in the substance of the cervix and 
body. Sarcoma may start from any part of the organ. 

Malignant trouble is invariably chronic and there is always 
present either induration or ulceration. 

When the disease begins in the cervix, there is early in- 
duration, which can be felt. If there is ulceration or erosion of 
the outer surface of the cervix it can be seen. If there is ulcera- 
tion within the cervical canal it will cause a troublesome dis- 
charge. 

When the trouble commences in the body of the uterus, if 
there is ulceration it will cause a troublesome discharge. By 
“troublesome discharge” I mean what is ordinarily called “leu- 
corrhea’’—not the watery discharge of advanced cancer. Indura- 
tion in the body of the uterus can not, of course, be detected 
until a considerable mass has formed. I am satisfied, however, 
that practically every case of malignant disease of the body of 
the uterus, whether carcinoma or sarcoma, presents a discharge 
while the infiltration is still in an early stage—that is, before it 
has gone beyond the reach of radical operation. 

In forming a conclusion as to whether or not a lesion is 
malignant, we should not give too much weight to the youth of 
the patient. To be sure, in carcinoma the patient is usually past 
thirty-five. But carcinoma may occur before thirty. One patient 
for whom I did an abdominal hysterectomy for carcinoma was 
but twenty-eight and the disease had then been present long 
enough to form a large mass and had been giving her much 
trouble for several months. Several cases of this disease in 
patients under twenty have been reported. Sarcoma may develop 
at any age. ‘ 

When called to see a patient with pelvic disease, if there be 
no erosion or ulceration of the cervix, no induration of the cervix 
or body of the uterus, and no chronic pathological discharge, we 
are safe in assuming that the uterus is free from malignant 
trouble. When any of these signs are present we must make 
a differential diagnosis. 

Induration of the cervix may be due to cystic disease or to 
scar tissue from laceration or to a fibroid. In cystic disease, if 
the nodule be punctured and then presst upon the characteristic 
clear, glairy substance will be extruded and the induration will 
largely disappear. If there remains enough induration to make 
the diagnosis doubtful, one should excise a small wedge-shaped 
piece and submit it to a pathologist for examination. 

In sear tissue from laceration the induration is limited to the 
site of injury and the cause is plain. Also in scar tissue the 


*Abstract of paper read before the Medical Society_ of City Hospital Alumni. 


area of induration remains practically the same, whereas if malig- 
nant the area of induration gradually increases. In this case, 
as in every other, if there is reasonable doubt after a short 
period of careful observation, it is imperative that the doctor 
excise a piece for microscopical examination. 

In fibromyoma of the cervix, fibroids elsewhere in the uterus 
may often be detected, making it probable that the nodule in 
the cervix is similar in nature. A well-markt tumor of the cervix, 
even a fibromyoma, should be removed, for, almost without excep- 
tion, a fibroid in that situation causes very troublesome symp- 
toms. A small mass with no fibroids elsewhere should have-a 
piece excised to make certain the diagnosis. 

Ulceration or erosion of the cervix may be due to an irritat- 
ing discharge, to a pessary or other irritant, to eversion of the 
mucous membrane by laceration, or to tuberculosis, syphilis or 
chancroid. In the first two mentioned the lesion heals promptly 
on removing the cause. When the cervix is torn so deeply that 
the mucous membrane is everted and granulating, the cervix 
should be repaired and the tissue removed in the denudation for 
repairs should be examined microscopically. If there is no 
malignant trouble, the cervix will be in much better condition 
than before, and we will have satisfied ourselves that it was 
only simple trouble and the patient never need know that there 
was a suspicion of malignancy. If malignant infiltration is 
found in the excised tissue the uterus can be removed at once, 
with the probability of a permanent cure. 

Tubercular ulceration of the cervix is rare. The diagnosis is 
made from microscopical examination of pus and scrapings from 
the diseased area. 

In syphilitic ulceration there are usually other lesions or a 
history which makes the diagnosis clear. Furthermore, a syphili- 
tie lesion of the cervix, whether primary, secondary or tertiary, 
should yield within a reasonable time to appropriate treatment. 

Chancroidal ulceration, which is thoroly cauterized, should 
within a short time thereafter show healthy granulation and 
rapid healing. A sore on the cervix that resists appropriate 
treatment should have a piece removed for examination. 

A method of differential diagnosis which has been proposed, 
but with which I have had no personal experience, is as follows: 
Soak a pledget of cotton in 10 per cent copper sulphate solution 
and apply for a minute or two to the suspicious surface. If the 
lesion is a simple erosion a bluish-white coating will form without 
hemorrhage. By repeating the application at intervals of three 
or four days the erosion will soon be healed. If the lesion is an 
ectropion it will be blancht by the application. If the lesion is 
eancerous ulceration the copper sulphate application will cause 
bleeding. A few days later another aplication is made, and if the 
bleeding is more free the diagnosis of incipient carcinoma is al- 
most certainly correct. Heitzmann, who brings forward this 
method, states that he rarely failed to find microscopical confirm- 
ation of the provisional diagnosis. In all ulcerations except malig- 
nant the bleeding is checkt by the copper sulphate solution in 
a few applications and the persistence of a single bleeding point 
after the rest of the raw surface has healed indicates malignancy. 

There still remains for differential diagnosis the diseases 
causing uterine discharge, and here is where the difficulties begin 
and where there have been so many failures. I say many failures, 
for of the hundreds of women who die annually of cancer of the 
uterus, I believe a large number go to a physician in the early 
stages and are treated for “chronic endometritis.” 

Taking up the differential diagnosis: We know that malig- 
nant disease is always chronic; so we can eliminate at once 
all the acute diseases, leaving only the following: Chronic en- 
docervicitis (septic, gonorrheal and glandular), chronic endome- 
tritis (simple, septic, gonorrheal and tubercular), polypi, and 
fibromyomata. In differentiating these affections from malignant 
trouble the effect of treatment is an important item. 

Inflammation of the uterus in any form is greatly benefited 
by an appropriate treatment. Consequently every case of uterine 
disease presenting induration, ulceration, or discharge, should be 
subjected to careful and vigorous treatment for the purpose of 
differential diagnosis as well as for the purpose of effecting a 
cure. 

In chronic endocervicitis a very good plan is the follow- 
ing: Give a hot antiseptic douche two or three times daily, 
and every second or third day apply a 4 per cent silver nitrate 
solution, or tincture of iodine, to the cervical canal. If there 
is markt congestion of the cervix, make multiple punctures. If 
the external os is so small as to interfere with drainage, open it 
by dilatation or incision. If there are cysts, puncture and evacu- 
ate them, and touch the cavities with tincture of iodine or silver 
nitrate. If there are polypi, remove them. If the cervix is hy- 
pertrophied and riddled with cysts, excise most of the diseased 
area and repair the cervix or partially amputate it. Any tissue 
removed in denundation for repair or in amputation, should be 
subjected to a microscopical examination. 
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The simple fact that cystic disease is present does not exclude 
cancer. Both may be present, and if the pathological discharge 
persists after a course of treatment, a piece of the cervix should 
be excised, and examined microscopically. If simple endometri- 
tis—that is, where there is no pus infection—is due to poor blood, 
a malposition, a stenosis, subinvolution, or a tumor, one should 
remove the cause; if the changes in the endometrium are not 
markt they ,will subside spontaneously or after a few astringent 
applications. If the pathological changes are markt, it is not 
sufficient to remove the cause, but one must remove also the 
diseased endometrium so that a new and healthy one may de- 
velop under the bettered conditions. The scrapings should be 
submitted to a pathologist so that the diagnosis may be con- 
firmed or disproved. ‘ 


In chronic septic endometritis and in chronic gonorrheal en- 
dometritis, the idea of effecting a cure by applications repeated 
week after week and month after month is a delusion and a 
snare. These long-continued applications rarely if ever effect a 
cure, they frequently cause extension of the inflammation to 
the tubes, and worse still, they deceive the patient and the phy- 
sician with the thought that something is being done towards 
a cure, whereas, little or no real progress is made against in- 
flammation, and if malignant disease be present it is allowed to 
develop until it is past cure. In all these cases the uterus should 
be carefully cleared out with a curet. Then, if the trouble is 
only inflammation, the patient is in a fair way to get well, and 
if the miscroscopic examination of the scrapings shows malignant 
trouble the uterus can be removed with a well-founded hope of 
saving the patient’s life. 


The tumors that cause uterine discharge are fibromyomata 
and malignant tumors. 

Fibromyomata are frequently multiple, and when only a sin- 
gle tumor can be felt it may be of such large size or have ex- 
isted so long with but little disturbance that malignancy is ex- 
cluded. But there are many cases in which the mass is small 
and as far as known has existed only a short time. In these 
cases the most important point in the differential diagnosis is the 
change that takes place in the endometrium in the two diseases. 
A fibromyoma frequently causes a chronic hypertrophic endome- 
tritis which gives rise to discharge and hemorrhage. A malignant 
tumor starting deep within the uterine wall may at first cause 
similar changes, but in the course of time and before it reaches 
a large size or passes beyond the limit of curative removal, it 
extends to the endometrium and the characteristic elements will 
be found in the uterine scrapings. Furthermore, the great ma- 
jority of malignant growths of the body of the uterus begin in the 
endometrium and so produce characteristic changes there in the 
very earliest stage. Therefore, in a case of small tumor of the 
uterus accompanied with discharge or hemorrhage, curettage 
should be done as a means of diagnosis. If the uterine scrapings 
do not show malignant degeneration, we are justified in assum- 
ing that the tumor is a fibroid, but if the scrapings do show malig- 
nant infiltration the radical operation is, of course, indicated at 
once. A malignant tumor which, in its early stage, causes dis 
turbance of the endometrium by pressure or proximity only, 
will in a short time send its characteristic elements to the en- 
dometrium where they can be reacht with the curet. Conse- 
quently, when the first examination shows nothing malignant, 
if signs of markt endometrial disturbance again appear, the dis- 
eased tissue should be again removed for examination. 

In the later stages also of uterine tumors curettage is valua- 
ble as a diagnostic means. For instance, patient presents a large 
tumor of the uterus with pain, discharge and markt disturbance 
of the general health. Curettage will lessen the hemorrhage and 
discharge temporarily and will furnish tissue for examination. 
If the scrapings show no malignant infiltration, the tumor is 
probably a fibroid and cure without removal would be impossible. 

There remains still unmentioned the one form of malignant 
disease that is the most difficult of positive diagnosis. I refer 
to a malignant tumor growing in a fibroid or resulting from the 
degeneration of the same. In a number of well authenticated 
cases malignant tissue has been found in tumors that were un- 
doubtedly for several years simple fibroids. Fibrocystic tumors 
seem more dangerous in this respect than the solid tumors. The 
cases are not very frequent, but they do occur, and a fibroid that 
takes on rapid growth at any time after the menopause is open 
to this suspicion. As the malignant infiltration is for a long time 
confined within the fibroid it does not reach the uterine canal 
and a positive diagnosis can be made only by removal of the 
tumor. 

The following questions I put to Dr. Fisch, the well-known 
pathologist of this city; answers were as given after each: 

Question 1. Can a positive diagnosis of carcinoma and sar- 
coma be made from uterine scrapings? 

Answer. The proper examination of carefully removed uter- 


diagnosis in cases of adeno-carcinoma, carcinoma and sarcoma 
of the endometrium. Difficulties may arise in cases of malignant 
adenoma, altho the observer soon learns to differentiate this form 
of neoplasm from the hyperplastic and hypertrophic conditions of 
glandular endometritis. The position taken by some authors 
that the scrapings ought to embrace part of the myometrium, 
is not tenable, since not eyery dipping down of gland tubules 
into the muscular layer means malignancy, and secondly, be- 
cause the invasion of the myometrium by the malignant growth 
may occur only in the later stages of the disease. The myometri- 
um and even the lower strata of the mucosa may yet be per- 
fectly normal, while the upper layer is rapidly undergoing the 
carcinomatous change. It must not be forgotten that the vast 
majority of carcinomata of the uterus, and many sarcomata also, 
are primarily tumors of the mucosa. 


Question 2. Can malignant disease involving the endometrium 


ine scrapings yields, or ought to yield, an absolutely positive 


be excluded by examination of the uterine scrapings? That is, 
can there be malignant infiltration, either carcinomatous or sar- 
comatous, of the endometrium, and scrapings from that spot fail 
to show it? 

Answer. If the curetting is done thoroly, that is, if it em- 
braces the whole uterine cavity, the pathologist is bound to es- 
tablish the existence of malignant growth or to exclude it. It is 
not possible that some part of the curettings removed from the 
affected area should not show the characteristic changes. 

Question 3. Does malignant disease of the body of the uterus 
always involve the endometrium in an early stage, so that a 
diagnosis can be made from scrapings before the tumor has past 
beyond the reach of radical operation? 

Answer. Malignant disease of the body of the uterus may be 
carcinomatous, sarcomatous or endotheliomatous. The last men- 
tioned form we may exclude here, since it occurs only as a great 
rarity. The carcinomata of the body of the uterus are almost 
always carcinomata of the mucous membrane, and in these natu- 
rally the first changes must be lookt for in the mucosa. There are 
only two possibilities for a carcinomatous degeneration of the 
myometrium without involvement of the mucosa, the first being 
an extension of the process from the cervix or elsewhere or the 
setting of a metastasis from another tumor, and the second being 
the carcinomatous degeneration of fibromyomata. In these two 
cases the mucous membrane may remain intact, even at times 
when metastases in other parts of the body have already oc- 
curred. Sarcomatous degeneration of the myometrium may leave 
the mucous membrane intact a long while, tho more often a 
breaking thru or at least a protrusion of the tumor masses into 
the cavity is observed, so that deep curettings ought to remove 
portions of the neoplasm. As regards the early diagnosis of these 
exceptional conditions, the examination of the scrapings would, 
of course, yield only a negative result. 

Question 4. Do fibromyomata really undergo malignant de- 
generation? If so, what is the nature of the degeneration (carcin- 
omatous or sarcomatous), at what age does it occur, and how 
may we know that the change in the nature of the tumor has 
taken place? 

Answer. Fibromyomata of all descriptions very frequently 
undergo malignant degeneration. Owing to the histologic nature 
of these formations the result of this degeneration is almost al- 
ways sarcomatous, tho myxomata and even chondromata forming 
metastases are also observed. The period of the menopause car- 
ries with it the tendency to this transformation, altho it may 
occur earlier. Great thickening and enlargement of the uterus 
in some cases and markt thinning and dilatation in others, some- 
times with the formation of pyometra, are concomitant signs of 
the change. The early stages of the condition can not be reacht 
by direct examination except where a tumor is removed for other 
reasons. This sarcomatous change may remain latent for a long 
time, to light up with great intensity after some injury. 


In spite of the American’s predilection in favor of chloroform 
as a general anesthetic it must be admitted that ether is safer. 
The latest report on the subject is that of the British Medical 
Association’s Anesthetics Committee. The committee analyzed 
25,896 cases—of which 13,393 were chloroform anesthesias and 
4,595 with ether. There were 18 deaths in chloroform narcosis— 
3 dependent exclusively upon the anesthetic, 4 upon the chloro- 
form principally, and 11 in which there was doubt whether the 
fatal result depended upon the drug, the patient’s condition or 
the operation. There were but 3 deaths during the use of ether, 
not one of which the committee believed to be due to the anesthe- 
tic. Dangerous symptoms occurred in both classes. Grouping the 
fatal cases and the extremely dangerous accidents together, it is 
declared that the danger rate with chloroform is 0.582 per cent 
and with ether 0.065 per cent. According to this showing chloro- 
form is nine times more dangerous than ether. 
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THE OPERATIVE TREATMENT OF LARGE PHARYNGEAL 
TUMORS. 


BY J. F. BINNIE, A. M., M. B., C. M., KANSAS CITY, MO. 


Professor of Surgical Pathology and Clinical Surgery in the Kansas City 
Medical College. 


Large tumors of the pharnyx or naso-pharynx may be at- 
tackt by one of three great methods: 

I. Thru the mouth. 

II. Thru the neck. 

III. Directly after temporary or osteoplastic resection of the 
superior maxilla, etc. 

In the present paper there will be no discussion of the third 
mode of attack (i. e., resection of upper jaw, temporarily) as the 
writer has no experience therewith and is not greatly imprest 
with its value. 


I. ATTACK THRU THE MOUTH. 


A. When the tumor is of moderate dimensions, is situated 
in the submucous tissue posterior to the pharynx, has not become 
adherent thru inflammatory complications and is not of a dis- 
tinctly infiltrating character, it may be removed thru the mouth. 

THE OPERATION.—Anesthetize the patient. Perform trach- 
eotomy. It is not necessary, as a rule, to use a Trendelenberg 
or Hahn’s cannula. Tampon the larynx. Place the patient in 
Rose’s position. (Head hanging over end of table.) Pass a liga- 
ture thru the tongue for purposes of traction. Open the mouth 
~ and keep it open with a trustworthy gag. Make an incision thru 
the mucous membrane covering the tumor and freely expose the 
latter. Busch has shown that the tumors suitable for opera- 
tion lie loosely imbedded in the retro-pharygeal tissues and can 
be shelled out. Generally blunt dissection with closed scissors 
curved on the flat will result in easy removal of the tumor. Clean 
the wound with some antiseptic solution. Leave the tracheotomy 
cannula in place until the wound is so far healed that breathing 
thru the mouth becomes safe. 

Occasionally a tumor might be removable in the above man- 
ner except on account of its size. Under such circumstances suf- 
ficient room may be gained by splitting the soft palate longitud- 
inally. As soon as the tumor is removed, the wound in the soft 
palate must be closed by stitches. 

B. When the tumor has its origin in the vault of the naso- 
pharynx and to a greater or less extent fills the pharyngeal cav- 
ity, a different procedure is indicated. In such case the mass is 
pedunculated tho the pedicle may be large; and the tumor should 
be removed with the ecraseur or snare. 

THE OPERATION.—Be prepared to perform tracheotomy, 
tho this operation will rarely be necessary. Anesthetize the pa- 
tient. As unconsciousness is obtained difficulties in breathing may 
be expected. Under these circumstances the writer has past a 
catheter into the larynx with perfect results as regards breath- 
ing and administration of chloroform. 

By means of a Bellocqg’s cannula pass a loop of piano wire 
round the pedicle of the timor and thread the ends, which 
pass thru the nose into a Jarvis’ snare. Using the snare as an 
ecraseur slowly divide the pedicle and extract the tumor thru 
the mouth. Pack the pharyngeal vault with iodoform gauze. 
The operation is tedious, as the pedicle must be divided very 
slowly. Throat specialists, as a rule, may be depended on to 
use the cautery snare instead of the cold wire. General sur- 
geons do not often have electro-cauteries in working order, if 
they have them at all, and the cold snare is quite capable of do- 
ing the work. 

C. When the tumor has its origin in the roof of the pharynx 
but is not pedunculated or it is from some cause impossible to 
place the wire loop of the ecraseur in position still another plan 
may be followed. In a case of this nature the writer operated as 
follows: 

THE OPERATION.—The patient is anesthetized and placed 
in Rose’s position. The mouth is kept open by a suitable gag. 
The finger is passt into the pharynx and explores the tumor. 
Guided by the finger a large Volkmann’s spoon reaches the base 
of the tumor and forcibly shells it off the base of the skull. The 
wound is immediately packt with iodoform gauze. The 
bleeding is practically nil. 

On examination this tumor proved to be a myxo-fibroma. 

Koenig is a great supporter of this method of operating. It 
is simple and in suitable cases, eminently safe. 

II. REMOVAL THRU THE NECK. 


This operation is only indicated in cases of large, adherent 
tumors or tumors requiring extensive removal; e. g. cancers near 
the tonsils. 

Surgeons have devised various methods of exposing the 
pharynx by external incision but only one of these will be de- 
scribed as it is tolerably simple of execution and gives free access 
to the pharynx. 

OPERATION.—Step 1: Make a U-shaped incision beginning 


in front of the masseter muscle and ending at the tip of the mas- 
toid process. The lowest part of the U reaches to below the 
level of the hyoid bone. Doubly ligate and divide the external 
— vein. Reflect upwards the skin-flap outlined by the in- 
cision. 

Step 2: Divide the cervical fascia along the anterior margin 
- the sterno-mastoid. Expose and tie the external carotid ar- 
tery. 

Step 3. Expose as thoroly as possible such part of the tumor 
as may present between the inferior maxilla and the mastoid. 

Step 4: Cut thru the soft structures covering the inferior 
edge of the lower jaw just in front of the masseter. Thru this 
incision separate the periosteum and soft parts, together, from 
the bone sufficiently to allow of subperiosteal section of the bone. 
Turn the ascending ramus of the jaw upwards, along with the 
soft parts covering it. This gives very free access to the pharynx. 

Step 5: Isolate the tumor, generally by blunt dissection. Do 
not open the pharynx before it is absolutely necessary to do so. * 
Remove the growth. If the disease is cancer removal of the 


tumor by blunt dissection, or rather, by a process of “shelling 


out” is impossible or impermissible. One must cut wide of the 
disease. If the disease is attacht to the bone at the base of the 
skull it must be removed by the use of raspatories. Probably 
no benefit will be gained by attempting the removal of cancer 
where it attacks the mucous membrane of the pharyngeal roof. 

Step 6: Replace the dislocated portion of the lower jaw and 
wire it in position. Pack the cavity with iodoform gauze. If 
the pharynx has been opened endeavor to close or lessen the 
pharyngeal wound by means of sutures. Close most of the 
wound in the soft parts, leaving a good opening thru which the 
gauze packs protrude. 

As a preliminary to the operation tracheotomy may or may - 
not be performed. If the growth, either from size or location, 
does not interfere with respiration; if the surgeon ligates the 
external carotid near it’s origin and does not open the pharynx 
until the tumor is almost entirely separated and hemostasis has 
been secured, then a preliminary tracheotomy appears superflu- 
ous. The surgeon should have everything ready for opening the 
trachea at once should occasion arise. 


GENERAL REMARKS. 


At the risk of being considered long-winded and tiresome the 
writer desires to add a few remarks as to the advisability of 
performing the above operations, 

No one can doubt the propriety of removing non-malignant 
neoplasms. When such growths arise from the periosteum of the 
base of the skull, and they frequently do so, none of the methods 
described can be said to remove ALL the tumor. The portions 
of tumor left in situ frequently cease aberrant growth and an 
immediate and permanent cure is effected—but often enough re- 
currence takes place several times before the desired result is ob- 
tained. 

Sarcomata attacht to the base of the skull must be consider- 
ed incurable. Processes of the neoplasm get into the crevices 
and roughness of the bone, even into the bone itself, and cannot 
be removed altho the major portion of the tumor may be shelled 
out of its apparent bed as if non-malignant and non-infiltrating. 
Removal of such growths, even when their nature is recognized, 
is justifiable as a means of amelioration. The miscrocopic differ- 
ential diagnosis between sarcoma and some of the non-malignant 
neoplasms is a matter of supreme difficulty—the clinical diagno- 
sis is frequently impossible. The writer has in mind the case 
of a boy who had several recurrences of what proved to be a 
myxo-fibroma of the nasopharynx. The appearance of the tumor 
was exactly that of sarcoma (it was so diagnosed by an able spe- 
cialist here) the recurrences gave, (at least some of) the clinical 
history of that disease but the subsequent result and the micro- 
scopic examination showed its benign nature. Another case was 
that of the sixty-nine-year-old lady, already mentioned. In her 
the tumor had appearances very similar to those of the former 
case, but comparatively slow rate of growth (more than sixteen 
months) coupled with the age of the patient (not a very valuable 
point) made one think that probably the disease was non-malig- 
nant; microscopic diagnosis is in favor of malignancy, altho 
further examination is desirable. In cases such as those men- 
tioned, when diagnosis is uncertain, operation should be advised. 

Where epithelial cancer is the disease, one should operate 
whenever there is the slightest chance of complete removal or 
when partial removal will ameliorate the patient’s condition. One 
must bear in mind that partial operations on cancers occasionally 
increase the virulence of the disease. 

*In the case of a woman 69 years of age with large pharyn- 
geal tumor, the writer recently removed the growth without 
opening the pharyngeal cavity at all. This, of course, was a 
piece of pure good fortune and rendered the after-treatment easy. 
The patient went home in the country in less than two weeks. 
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A CASE OF INTERMITTENT HYDROPS OF THE KNEE.* 


BY GEO. W. CALE, JR,, M. D., F.R. M.S. ENG., SPRINGFIELD, MO. 
Chief Surgeon St. Louis & San Francisco R. R. 


Among the most important joint diseases with which we 
have to deal, but one which is rarely seen, is genu hydrops in- 
termittens. In this disease the swelling may occur at regular or 
irregular intervals. The principal symptom is a watery effusion, 
usually in one or both knee joints. This disease affects otherwise 
healthy persons and without any injury or known cause. One 
writer classes it under the head of “inflammation accompanied 
with abundant serous effusion,” but as there is usually no pain 
and never any redness or rise of temperature, believes we should 
look for some other pathology than inflammation of the synovial 
membrane. While in very rare cases there is severe pain in the 
joint, this is the exception. The effusion usually appears rapidly, 
remains but a short time and becomes gradually absorbed. But 
in some cases before the exudate has entirely disappeared, the 
patient has a new attack, and thus, new exudates being added to 
the old, it is sometimes years before all have disappeared entire- 
ly. A period of rest of several years may then ensue, when the 
old symptoms recur. 

The following is a case that came under my personal ob- 
servation last winter: 

Patient, a lady of about 41 years of age; married; no children; 
previous history good. No tuberculosis in family and no history 
of rheumatism or syphilis. The first attack occurred in the sum- 
mer of 1894. No history of an injury. Patient first noticed that 
the knee joint crackt a little on motion and began to swell, when 
in three days the swelling was quite markt, this being evidently 
an accummulation of synovial fluid. There was no rise of tem- 
perature, no pain, no discoloration; the knee joint, of course, be- 
ing somewhat stiff on account of the distension. At that time 
the patient’s knee was bandaged with flannel and she was treated 
for rheumatism. This attack lasted about five weeks, when the 
fluid disappeared and she was apparently well until the summer 
of 1897, when she had a similar attack, which lasted her from 
three to four weeks. The third attack occurred in July, 1898. 
This attack was different from the first two, in that the accum- 
mulation in the knee joint was not so markt and would almost 
disappear and then in a few days reappear. She did not get well 
this time for about six weeks. The fourth attack, the one in 
which I saw her, occurred in January and February, 1900. The 
patient’s knee was apparently dry from the cracking sensation 
on motion, and after a few days began to swell up, the accumu- 
lation being, as usual, synovial fluid. There was no pain, no 
redness, no rise of temperature; in fact, none of the signs of in- 
flammation present except the swelling. I put the limb in a 
plaster-of-Paris dressing, and while the usual signs of rheumatic 
arthritis were not present I thought it would do the patient no 
harm to give her salicylates. This was done but there was no 
good effect from their administration. The iodides were next 
given, with negative results. After eight days rest, with the 
limb in plaster, the accummulation disappeared almost entirely, 
but upon removing the bandage it reappeared. This occurred 
five times at intervals of eight days, and finally the patient de- 
cided to go to Hot Springs, where she remained three or four 
weeks. There she took the baths, was placed on a rigid anti- 
rheumatic treatment all of which did absolutely no good. Dur- 
ing her stay at the Springs her attacks occurred with the usual 
periodicity, but were not so severe. When she returned to me by 
the first of March I decided to give her arsenic, on the theory 
that the condition was, as far as I could tell, neurosis. In less 
than three weeks after beginning with arsenic (Fowler’s Solu- 
tion) the swelling had all disappeared and up to the present time 
there has been no indication of a recurrence of the trouble. 

This disease seems to be more prevalent in women than in 
men. Eschricht collected reports of eighteen cases, twelve of 
which were women, four men, two sex not given. It occurs 
principally in adults, only one case, that of a nine-year-old girl, 
reported by Pierson, having occurred in a child. The disease 
has never been seen in old people. The duration of the disease 
varies greatly. Von Grandidier reports a case which was cured 
after a few months, while Seligmueller mentions a case that was 
cured only after an existence of twenty-five years. The disease 
is peculiar in the following vay: For instance, one patient will 
have attacks which occur every eight days, another patient will 
have attacks which occur every eleven days; some every thirteen 
days, some every four weeks and some every three months. The 
intervals between attacks in each case being the same, that is, 
in any individual case we very rarely see any irregularity in the 
time of recurrence. A peculiarity of the disease is the disappear- 
ance of all symptoms during pregnancy. Loewenthal mentions a 
case of a twenty-eight-year-old woman who had the disease for 


*Reported to the Mississippi Valley Medical Association. 


some time, which recurred every twelve days, but was free dur- 
ing the entire pregnancy. Panos reports a case in which the 
symptoms disappeared from the beginning of the pregnancy 
to the fourth month, when a miscarriage took place and the dis- 
ease immediately recurred. : 

The knee joint seems to be the most often attackt. In the 
eighteen cases mentioned by Eschricht, sixteen were in the knee 
joint. Other joints affected are usually the elbow, wrist and hip 
joints. In looking up this subject I’find no mention of it in any 
of the American text books at my disposal. Koenig’s Surgery, 
last edition, gives about twelve lines to the subject, simply stat- 
ing that the disease exists, and calling it a neurosis. Schuchardt, 
in a monograph on hydrarthrosis, takes up the subject of hydrar- 
thus intermittens and mentions several cases, his conclusions 
being that it is a neurosis. I am informed that the disease is 
considered a neurosis by Bergmann. Rosenbach considers this 
trouble a variety of sub-acute point rheumatism. He claims that 
because salicylates are not effective there is no reason to consider 
it not rheumatism, as we know that sometimes salicylates have 
no effect upon rheumatic patients. Schuchardt thinks the periodi- 
cal swellings would be easily explained if we could find the 
schizomycetes in the membrane or effusion, which germ con- 
cludes its involution in fourteen days, and which, therefore, 
might be responsible for the swelling. From other pathologists 
who have given attention to the disease, we are led to believe 
that it is due to a vascomotor neurosis. While it may be easy 
to understand how an effusion can take place into a joint on ac- 
count of the dilatation of the vessels of the synovial membrane, 
it is not easy to understand the equally sudden disappearance of 
the effusion. It has been suggested by Brodie that the disease 
be placed in the same category as hives, which come and disap- 
pear so suddenly. The question that most interests us, of course, 
are its etiology and pathology. I think we are all agreed that 
intermittent joint swellings are either due to infections of some 
micro-organism, whose development and life period extends over 2 
time the same as that of the disease, and that the exacerbations 
correspond to the.activity of the life of the germ. In all cases 
where the joint membrane has been examined no pathological 
change has been found. While the disease is classt by some as 
a joint neurosis we must not forget that there is a striking dis- 
proportion in the severity and the symptoms of this trouble and a 
typical case of articular neurosis, the principal symptoms of the 
latter being pain, while in intermittent hydrops pain is almost 
never experienced. Still we can only surmise that the rapid 
accumulation of fluid in the joint is due to the nervous control 
over the blood vessels of the joint membranes, which vessels are 
certainly the source of the fluid accummulations, 


NEUROEPITHELIOMA (GLIOMA) OF THE RETINA; AND | 
ITS SURGICAL TREATMENT. 


BY JAMES MOORES BALL, M. D,, ST. LOUIS, MO, 


Professor of Ophthalmology in the St. Louis College of Physicians and Surgeous; 
Ophthalmologist to St. Joseph’s Ophthalmic and Surgical Sanitarium; Ex- 
President of the St. Louis Academy of Medical and Surgical Sciences. 


This disease, formerly called glioma of the retina, fungus 
hematodes oculi, or sarcoma of the retina, in the light of mod- 
ern pathology is regarded as epithelial in type. The name neurve- 
pithelioma was first applied to a retinal tumor by Flexner. * 
cording to its location and the direction of growth the following 
varieties are distinguisht. They exist only in the early stages: 

1. Several nodes the size of a pin’s head appear in the retina; 
they grow only slightly toward the vitreous, but spread in the 
subretinal space. By confluence they form a tuberose deposit on 
the outer surface of the detacht retina—neuroepithelioma exophy- 
tum or tuberosum, 

2. The detacht retina is thickened in its entire extent or in 
spots; the deposits remain comparatively thin and level; later by 
proliferation the surface becomes uneven and protuberant—neu- 
roepithelioma diffusum or planum. 

38. The new growth increases only in the direction of the 
vitreous; the retina remains attacht to the choroid; the mass 
spreads upon the inner surface of the retina, to which it is united 
not closely but by processes; the vitreous surface of the growth 
is finely lobulated, cauliflower like, or torn—neoroepithelioma en- 
dophytum. 

PATHOLOGY. 

Unlike intra-ocular sarcoma, neuroepithelioma is never pig- 
mented. The tumor grows from the two granular layers of the 
retina, but chiefly from the inner. The mass is composed of 
small cells in a soft basement-substance. The cells consist of nu- 
clei surrounded by protoplasm in which minute processes are 


*Flexver: A Peculiar Glioma (Neuroepithelioma?) of the Retina, Johns 
Hopkins Hospital Bulletin, Baltimore, August, 1901. 
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often found. Some are glia cells, others ganglion cells. The cells 
are especially numerous along the larger vessels, and this arrange- 
ment gives rise to the tubular appearance seen in the accompany- 
ing illustration (Fig. 3). Many specimens present long cylindrical 
cells from the neuro-epithelium of the retina. These form groups 
enclosing a free cavity into which the extremities of the cells pro- 
ject (Fig. 1). The retina becomes irregularly thickened, folded 
and detacht. Small free nodules involve both choroid and vitre- 
ous. Degeneration of the intercellular substance appears very 
early. 


Rosette of Neuroepithelial Cells With Short Protoplasmic Pro-. 
cesses (Wintersteiner.) 


In the illustration above a hyalin concretion is shown. 


Neuroepithelioma of the Retina (Wintersteiner). [Three separate 
tumors are present, the smallest being at the posterior pole of the 
lens.] 


ETIOLOGY. 


The cause of neuroepithelioma of the retina is unknown. It 
is a disease of childhood, no true case having been found after the 
sixteenth year. Cases heretofore reported of greater age have 
been found to be either sarcomas of the choroid, or pseudo-neuroe- 
pitheliomata. Of 467 true cases 314 occurred during the first three 
years, 62 in the fourth and 29 in the fifth year. The disease 
surely is congenital in 10 per cent of the cases, possibly in the 
majority. Sex is without influence in this disease. In 25 per cent 
of the cases both eyes are affected. The disease often appears 
in several children of the same family. Lerche saw four cases 
among seven brothers and sisters and Wilson met with a family 
of eight, all of whom had neuroepithelioma of the retina. 


Tubulose Structure of Neuroepithelioma of the Retina. (Winter- 
steiner). [The blood vessels are surrounded by layers of cells; the 


intercellular substance is necrotic, and several calcareous concre- 
tions (stained black) appear.] 


SYMPTOMS. 


Usually the first symptom is a peculiar reflex from the inter- 
ior of the eye, which, from its resemblance to a cat’s eye shining 
in the dark was named by Beer and the older authors “amauro- 
tie cat’s eye.” The parents may note that the child does not see 
with the affected eye. In this, the first stage, there is no pain 
or redness, the media are clear, the pupil somewhat dilated, and 
the child’s health unaffected. Ophthalmoscopic examination shows 
a whitish, yellowish, or reddish-yellow mass in the fundus. The 
growth is covered with a plexiform network of vessels and has a 
smooth or nodulated surface. In this stage the growth increases 
slowly and months may pass before the mass fills the globe, thus 
completing the second stage. 

In the third stage there is increast tension, the child becomes 
fretful, emaciated and cachectic. The neoplasm emmeshes all the 
tissues of the globe and finally breaks out at the corneo-scleral 
junction in front, or at the optic nerve entrance behind. Once out 
of the globe it grows rapidly, forming a large, ulcerated mass 
which bleeds at the slightest touch. This condition was named 
by the older authors fungus hematodes oculi. Now other organs 
are involved by contiguity or by metastasis. The optic nerve fur- 
nishes a road by which the growth rapidly travels brainward. 
Metastases may take place in the brain, cranial bones, lymphatic 
glands, parotid gland, spinal cord, liver, lungs, ovaries, kidneys, 
submaxillary gland or spleen. The patient dies of exhaustion. 


DIAGNOSIS. 


If the ophthalmoscope shows a whitish tumor with retinal 
vessels coursing over it, and the tension is increast, the case 
probably is one of neuroepithelioma. An error in diagnosis is 
possible in two directions; a tumor may be present and be over- 
lookt or a diagnosis of neuroepithelioma may be made, the eye- 
ball be removed and the microscopic examination show incorrect- 
ness of the diagnosis. Hirschberg’s dictum that a diagnosis be- 


Binocular Neuroepithelioma of the Retina occurring in a Child of 
18 months (Von Ammon.) 


tween true and false retinal tumors is always possible has been 
found erroneous. The most careful diagnosticians have often 
been in error. Of twenty-four eyes removed at Moorfield’s Hospi- 
tal between 1888 and 1893 for “glioma,” seven were pseudo- 
growths. Retinal detachment and suppurative processes in the 
vitreous cause frequent mistakes. Always the history of the case 
is important. The parents should be questioned as to trauma, 
meningitis, typhoid fever, la grippe, and other infectious diseases, 
since these are followed by diseases of the vitreous. If the ten- 
sion is greatly increast the case is probably one of neuroepithe- 
lioma; if the tension is decidedly reduced, it is not neuroepithe- 
lioma. Between these extremes are cases in which tension is 
normal, or changes from time to time. The presence or absence 
of blood vessels on the growth is important; if present the case 
is probably neuroepithelioma; if absent, the tumor is usually due 
to an exudative choroiditis. Unfortunately, however, there are 
neuroepitheliomata which are not vascular; and, on the other 
hand, exudation into the vitreous sometimes becomes vascular- 
ized. The “amaurotic cat’s eye” reflex is valueless in differential 
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diagnosis. The conditions often mistaken for neuroepithelioma, 
according to Wintersteiner, * are: 

1. Simple detachment of the retina. This is comparatively 
rare in childhood. Altho a tumor shows a more yellowish or red- 
dish color than a detachment, which is of a bluish tint as a rule, 
yet it must be remembered that with a small tumor and a large 
detachment of the retina, the folds of the latter can completely 
conceal a neoplasm; and altho the newly formed vessels of a 
tumor generally present a course and ramifications different from 
those of the retinal vessels, yet on the other hand there are cases 
which show almost no vessels. Altho as a rule a retina which 
is lifted up by serous effusion vibrates and floats when the eye 
is moved, while a retina detacht by a tumor remains at rest, yet 
exceptions occur. The statement that in simple retinal detach- 
ment the tension is reduced and in intraocular tumor it is increast, 
must be accepted with allowances; for, in the first stage of neu- 
roepithelioma tension is normal, and on the other hand, in serous 
detachment it is often increast, 

2. Leucosarcoma of the choroid. This is a comparatively rare 
disease in childhood. Of 259 sarcomas of the uveal tract Fuchs 
found six leuco-sarcomas in children under twelve years of age. 
In these cases the symptoms of intraocular tumor are added to 
those of retinal detachment. The diagnosis is particularly dif- 
ficult if the media are opaque, or the choroidal tumor perforates 
the globe posteriorly without causing retinal detachment. 

8. Tubercles in the choroid. Here the history of the case is 
important. Miliary tubercles of the choroid are usually found 
near the optic nerve entrance in the macular region. They ap- 
pear as whitish-yellow masses or nodules in the stroma of the 
choroid, varying in size from one-eighth the diameter of the 
optic dise to the size of the disc itself. By confluence they some- 
times form large masses. A rare condition is solitary tubercle 
which appears as a nodule and resembles a beginning neuroepi- 
thelioma. Diagnosis is particularly difficult in cases where the 
vitreous chamber is filled with granulation tissue and in conse- 
quence of secondary glaucoma scleral ectasia appears. The diag- 
nostic difficulties are shown by two cases reported by Jung: || in 
the first neuroepithelioma was diagnosticated and tuberculosis 
found; the second was regarded as tubercular and a tumor was 
found. 

4. Chronic inflammatory processes in the choroid and ciliary 
body. These are the conditions most often causing error. They 
show retinal detachment and the presence of a fibrinous exudate 
into the vitreous which later becomes organized. The chief points 
in differential diagnosis are these: (a) In exudative choroiditis 
the color of the vitreous mass is a metallic brass-like yellow, 
while in the retinal neoplasm whitish, yellowish, reddish and 
green tints are seen, yet even here the metallic luster may be ob- 
served. (b) Many observers state that the exudate is non-vascular 
while retinal tumor possesses vessels. Others equally competent 
report cases of true neoplasm in which vessels were never visible 
to ophthalmoscopic examination; and on the other hand, an exu- 
date into the vitreous often undergoes organization. (c) The sur- 
face of a tumor is knobbed; that of an exudate smooth or ragged. 
A tumor growing into the vitreous may have a smooth surface 
if it presses against the lens; while an exudate may become 
shrunken and conglobate. In such cases it may be impossible to 
make a diagnosis macroscopically even after enucleation. A 
tumor with a smooth surface may be a neuroepithelioma grow- 
ing chiefly into the retina. (d) The tension early in neuroepithe- 
lioma of the retina is normal; later it is increast. In vitreous ex- 
udation it is usually diminisht. Yet there are exceptions. I have 
seen one case of pseudo-glioma with increast tension. (e) Poster- 
ior synechiae and other evidences of iritic inflammation are not 
reliable, since they may be present or absent in each condition. 

5. Acute suppurative hyalitis causing a yellow mass behind 
the lens, inflammatory symptoms, and increast tension, can be 
mistaken for a neoplasm. The rapid course of the disease, the 
presence of hypopyon, scleral perforation and the discharge of 
pus, serve to clear the diagnosis. 

6. Cysticercus in the vitreous can scarcely be a cause of mis- 
taken diagnosis in this country, since it is an extremely rare dis- 
ease altho common in Germany. It appears as a yellowish-gray 
mass in the vitreous, without vessels, with normal tension and 
blindness. 

7. Congenital abnormalities. In some instances eyes have 
been enucleated for neoplasm and examination showed persistent 
vascularity of the lens capsule, and a hyaloid artery with poster- 
ior polar cataract. 


PROGNOSIS. 


This is always serious, but depends upon the stage of the 
disease. Without treatment neuroepithelioma of the retina al- 


* Wintersteiner: Das Neuroepithelioma Retinae, Leipzig und 
Wien, 1897. 
|| Jung:. Arch, f. Ophth. xxxvii 4, s. 125, 1891. 
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ways causes death. An early operation is followed by 13 per cent 
of recoveries. If the growth has penetrated the eyeball, and 
particularly if the perforation be posteriorly, death is almost 
sure; but operation will probably prolong life. Operation for re- 
currence is useless. It is said that if the disease does not return 
within four years the patient will be exempt. 

TREATMENT. 

The treatment of neuroepithelioma retinae should be early 
and heroic. Any case of suspicious growth within the eye of a 
child calls for immediate enucleation and removal of the orbital 
part of the optic nerve as far back as possible. The eye should 
then be submitted to a competent pathologist for microscopic 
diagnosis. If found to be true neuroepithelioma retinae, the or- 
bital contents should be removed. This leaves a great deformity 
but increases the chance of saving life. In cases where the 
neoplasm has already pierced the globe exenteration of the orbit 
should be done immediately, unless the disease has progresst so 
far that the patient cannot recover from the depression of anes- 
thetic and operation. 

If the neoplasm has invaded the cavities adjacent to the 
orbit, operation is contraindicated. 

In a case with involvement of both eyes the same principles 
of treatment should apply. 

In case an eye with tumor still possesses some vision, it will 
be best not to temporize. It is better to sacrifice a dozen half- 
blind eyes containing pseudo-neuroepitheliomata than to operate 
on one true case too late. In all cases of intraocular growth the 
general practitioner should seek counsel of an ophthalmologist, 
who, in turn, should have the advice of his confreres. 

3509 Franklin Avenue. 


A CONSIDERATION OF THE DIFFERENT OPERATIVE PRO- 
CEDURES IN THE TREATMENT OF RETRO-DIS- 
PLACEMENTS OF THE UTERUS.* 


BY O. BEVERLY CAMPBELL A. M., M. D., ST. JOSEPH, MO. 
Professor of Gynecology in Central Medical College. 


In selecting a successful method of treatment in retrodis- 
placements of the uterus, it is necessary to note in each individ- 
ual case the presence or absence of pathological conditions in the 
adnexa, as well as the mobility of the organ. 

Any method of operative procedure not admitting macro- 
scopic inspection of the pelvic organs and of ablative or conserva- 
tive work as needed, but practically of merely replacing an ad- 
herent uterus with diseased appendages, is faulty, unsurgical, 
and will fail in its results. 

The method of forcibly replacing an adherent retrodisplaced 
uterus under anesthesia, without inspecting the character of the 
adhesions and the state of the adnexa, either thru an abdominal 
incision or the vaginal roof, should be condemned as blind, incom- 
plete work, capable of doing much harm. When adhesions exist 
between the uterus and rectum in retrodisplacements, they are 
invariably the result of pelvic inflammation, which will have 
usually produced pathological changes in the adnexa. 

‘For better consideration, I will classify retrodisplacements of 
the uterus into 

A.—Cases in which uterus is free of adhesions and in which 
there is an absence of pathological changes in the adnexa. 

B.—Cases in which adhesions exist between the uterus and 
adjacent organs together with more or less disease of the adnexa. 

CLASS A—To this class belong the simpler varieties of retro- 
displacements. Inflammation is rarely a factor in the production 
of this class of displacements. In nulliparae and virgins the 
causative factor is usually a mechanical one: the maintenance of 
the sitting or standing posture for too long a time, falls, violent 
athletic sport and a variety of causes of the same character, Re- 
trodisplacements may occur during development. In the child- 
bearing woman an arrest of involution in the uterus and its liga- 
ments, tight bandaging following labor, and too early a resump- 
tion of her household duties may lead to this condition. 

Operative treatment should be resorted to, only after a rea- 
sonable trial of the simpler methods of treatment. Alexander’s 
operation is applicable to this class of cases, and its results have 
proven quite satisfactory in a large percentage of cases. The 
chief objections to this method are: 

; Phang It is quite difficult of accomplishment in very fat sub- 
ects; 

(2) It requires two incisions; and 

(3) It is not always possible to find the ligaments. 

I have seen Professor Hegar, of Freiburg, Germany, attempt 
this operation upon a seemingly good subject; after a considerable 
amount of time was lost in a fruitless search for the ligaments 
in each wound, the abdomen was opened in the mesial line and 


*Read before the Western Surgical and Gynecological Association. 
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ventro-fixation made. Professor Hegar stated that there was 
a total absence of the round ligaments in that patient. 

The arguments in favor of this operation are : 

(1) It offers but slight hindrance to future parturition; 

(2) It accomplishes and maintains the reposition by shorten- 
ing the natural supports of the uterus; 

(8) It has practically no mortality; and 

(4) Hernia is a rare occurrence. 

Failure in obtaining permanent results can be most gen- 
erally ascribed to a faulty selection of cases. Alexander’s opera- 
tion has been improved upon by Kocher, Henry P. Newman, 
Goldspohn, Munde, Lapthorn Smith, and others—which improve- 
ments have in many instances facilitated the finding of the 
ligaments and added to the permanence of the results. 


CLASS B.—Retrodisplacement associated with intestinal ad- 


hesions and existing disease of the ovaries and tubes, is indeed 
a more formidable affection. The predominating factor is pelvic 
inflammation. In selecting a method of operative procedure, the 


correction of the retrodisplacement must necessarily quite often 


be a secondary consideration, the selection of a successful method 
of dealing with the adnexa assuming precedence. Ventro-fixa- 
tion, first devised by Olshausen, is probably today the most popu- 
lar method, especially upon this continent. As it was once the 
practice in removing a diseased ovary to remove its fellow upon 
the opposite side, altho healthy, so now many operators in deal- 
ing with diseased adnexa complete their operation by fastening 
the uterus to the abdominal wall, whether retrodisplaced or not. 
Such a procedure should rightly be condemned as meddlesome 
surgery. As it is necessary to open the abdomen in performing 
ventro-fixation an excellent opportunity is afforded for the break- 
ing up of adhesions and the proper treatment of the diseased 
adnexa. However, the method of anchoring the uterus to the 
abdominal wall does not appeal to me as altogether scientific, 
nor is it free from serious objections. When the newly formed 
ligament lengthens, it is quite possible for a loop of intestine to 
become imprisoned below the ligament between the uterus and 


abdominal wall; indeed, Montgomery, Olshausen, Lindfors and 


Jacobi have each reported such occurrences. It is my belief that 
in the near future as there are probably hundreds of thousands of 
women upon whom ventro-fixation has been performed it will be 
considered a most fruitful factor in the production of bowel ob- 
struction. The improved Alexander’s operation—whereby the in- 
guinal canals are opened, adhesions broken up, and the append- 
ages treated, is practist by the few. 

There are many valid objections to this method; as: 

(1) The magnitude of the operation; 

(2) The danger of hernia (which is considerable); 

(8) It does not always admit of complete work upon the ap- 
pendages. 

The intra-peritoneal methods of shortening the round liga- 
ments was first devised by Wiley, and is applicable to this class 
of cases. A. Palmer Dudley, of New York, performs an operation 
of shortening the round ligaments which he terms ‘“desmopyc- 
nosis.” This operation is effective and possesses merit. Anterior 
colpotomy and vaginal fixation is practist by many operators in 
England and upon the continent. To Duhrssen, Mackenrodt and 
A, Martin are we indebted for this ingenious method. Duhrssen’s 
method was to make a vaginal fixation thru a mesial incision 
in the anterior vaginal wall, dissecting the cellular tissue from the 
anterior wall of the uterus until the uterovesical ligament was 
reacht; this was not opened, but ligatures were inserted thru 
it into the anterior wall of the uterus. Mackenrodt went a lit- 
tle farther, opening thru the uterovesical ligament higher upon 
the fundus of the uterus. Professor A. Martin deserves the credit 
of pein the methods of Duhrssen and Mackenrodt. 

I shall give Martin’s method in detail, as I have seen it per- 
formed by him in quite a number of cases; to which I append 


a series of my own. 


Two pairs of long tenaculum forceps are fastened thru the 
external os in the cervix. As a preliminary step the uterus is 
always curetted, after which the Orthman combined sound and 
volsellum forceps is passt into, and fastened in the uterus. The 
cervix is now well drawn down to the vulva. A pair of tenacu- 
lum forceps is fastened into the anterior vaginal wall in the 
mesial line about three inches from the external os and is held 
by an assistant in the direction of the pubes. A slow stream of 
sterile water is made to flow upon the operative field thru an 
especially devised nozzle. An incision is made with a small 
knife in the anterior mesial line about two and one-half inches 
in length, thru the mucous membrane only. The mucous mem- 
brane is dissected back upon either side and the cellular tissue in 
the mesial line carefully incised. The cellular tissue is dissected 
from the anterior wall of the uterus until the utero-vesical liga- 
ment is reacht, which is opened, when the stream of water is 
discontinued. A finger is passt thru the wound into the pelvis, 
the uterus and adnexa explored, and existing adhesions broken 


up. The fundus of the uterus is next delivered thru the incision 
by traction upon successive pairs of tenaculum forceps fastened 


.|in the anterior wall. Each ovary and tube are in turn delivered, 


examined and treated (if necessary.) 

I have witnesst Professor Martin do a salpingo-oophorectomy, 
myomectomy, trachelorrhaphy, anterior colporrhaphy, posterior 
colporrhaphy and perineorrhaphy upon the same patient, all at 
the same sitting. 

The operation is completed by replacing the organs and at- 
taching the peritoneum higher upon the fundus and closing the 
vaginal wound. The suture material used is chromicized catgut. 

Vineburg’s operation is very much the same with this excep- 
tion: That he fastens the round ligaments in the vaginal wound. 

I have devised a method of shortening the round ligaments 
which I shall now mention. An anterior colpotomy after Martin’s 
method is performed and the fundus is delivered into the vagina. 
Each round ligament in its turn is drawn out of its peritoneal 
covering thru an incision near its uterine attachment and held 
with forceps. An incision is made anteriorly thru the peritoneal 
coat of the uterus equidistant from the cornu and at a level with 
the attachment of the round ligaments. A pair of Spencer-Wells 
forceps is now passt beneath the peritoneal coat of the uterus and 
made to emerge at the uterine attachment of the round ligament. 
The drawn-out round ligament is fastened in the grasp of the 
forceps thus introduced and drawn beneath the peritoneal coat 
of the uterus. The opposite ligament is treated in the same way. 
Chromicized catgut sutures, three in number to each ligament, are 
passt deeply into the muscular tissue of the uterus and made to 
include the ligament. The rents in the peritoneal coverings of the 
ligaments and uterus are closed with fine catgut sutures. In 
completing the operation after my method of treating the round 
ligaments, no attachment is made of the peritoneum, the vaginal 
wound being closed with chromicized catgut sutures. 

The convalescence after anterior colpotomy is very rapid. The 
majority of my cases are allowed to sit up out of bed the 
twelfth day after operation, and given the freedom of the halls 
the fourteenth day. This is certainly not the case where ventro- 
fixation or Alexander’s operation have been performed. My opera- 
tion is applicable to both the vaginal and supra-public routes. I 
certainly believe with Professor A. Martin, that if gynecologists 
were as familiar with the vaginal route and anterior colpotomy 
as with the supra-pubic route, they would more rarely perform 
ventro-fixation. 

In performing anterior colpotomy in cases where the adnexa 
are free from disease, it is not necessary to deliver the fundus 
into the vagina. After the utero-vesical ligament is opened the 
adnexa can be inspected, and if found free from disease, the 
operation can be completed by fastening the peritoneum higher 
upon the fundus and the vaginal wound closed. 

Herman, of London, performs vaginal fixation in retrodis- 
placements, his method differing with Martin in minor details. 

“Vaginal fixation permanently alters the position of the 
uterus, which stem pessaries never do. It leaves no scar in the 
abdominal wall, and therefore no liability to hernia, in which it 
has the advantage over Alexander’s operation and ventro fixation. 
It is easy, and, done with clean fingers and instruments, the risk 
is almost nil; not so great as that of child birth. The main ob- 
jection to it is that it is said to cause difficulty in labor should the 
patient afterwards become pregnant; that if too high a part of the 
uterine wall be attacht to the vagina, this will be unable to rise 
during labor, and therefore the first stage will be delayed. But 
many cases of child-birth after this operation have been reported 
in which labor was normal. In some cases in which difficulty has 
been thought due to this operation, it has seemed to me, on read- 
ing the report, that the cause of the difficulty was the haste 
with which the attendant concluded that there must be difficulty, 
and that he must interfere. The objection, if true, is important, 
and it needs investigation. At present I am not sure that there 
is anything in it, and I advise the operation in the case I have de- 
fined.” 

Statistics vary considerably as regards the effects of the dif- 
ferent methods of operative procedure, upon subsequent labor. 
Kelly, who particularly favors ventro-fixation, does not accept 
statistics, and believes that all of the objections as to the effect 
of ventro-fixation upon labor, have been successfully met. Her- 
man, A. Martin, Mackenrodt, Duhrssen, Baudoin, Saenger, Mueller 
and Strassman favor vaginal fixation and (it would seem) practice 
it almost exclusively; and all question the alleged bad effects 
upon labor. Statistics, however, show that in ventro-fixation the 
percentage of interruption of pregnancy may be placed at from 
7 to 10 per cent, and in vaginal fixation from 10 to 15 per cent; 
the interruption from Alexander’s operation may be placed at 4 
percent; the interruption occurring in untreated cases of retro- 
flexion, at from 20 to 30 per cent; with the use of a pessary, about 
12 per cent. 

It is thus reasonable to conclude that all of the aifterent 
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methods of operative procedure in vogue for the cure of retro- 
displacements interrupt, to a variable degree, subsequent labor in 
a considerable number of cases. Statistics should come from 
very reliable sources to be relied upon, as meddlesome interfer- 
ence in obstetric practice, must be considered. It must also be 
borne in mind that a large percentage of women who are un- 
treated for retrodisplacements abort and have serious interrup- 
tions to labor. 

After a careful consideration of the different methods of oper- 
ative procedure, I am strongly inclined to the belief that the 
round ligaments can be made to overcome retrodisplacements 
more rationally than by any method of fixation, and the subse- 
quent results concerning the welfare of the woman will be more 
satisfactory. Alexander’s operation is limited in its field of use- 
fulness, as it is only applicable to the first class of cases men- 
tioned, retrodisplacements without adhesions. It has been recom- 
mended to open the abdomen in the mesial line, break up the ad- 
hesions, treat the appendages, and then perform Alexander's 
operation, thereby making it applicable to all forms of retrodis- 
placements. I consider that such a procedure can never become 
popular as it involves too much surgery. A universal method, 
applicable to all of the varieties of retrodisplacements, must nec- 
essarily be one that will admit of conservative and ablative work 
upon the appendages, as well as the correction of the retrodis- 
placement. 

The choice of routes must depend somewhat upon the path- 
ological conditions existing in the adnexa, Pyosalpinx, hydrosal- 
pinx, and hematosalpinx can, in my opinion, be best treated thru 
an abdominal incision, when some of the intra-peritoneal meth- 
ods of shortening the round ligaments may be practist. But in 
the vast majority of cases of retrodisplacements the vaginal 
route will prove satisfactory, when Vineburg’s method or my 
method of shortening the round ligaments may-.be practist. The 
convalescence, when the vaginal route is used, is more rapid and 
there is less pain and discomfort. There is practically no shock 
and the operator can complete his work by repairing the pelvic 
floor, when needed. 


REMOVAL OF A PREGNANT UTERUS FOR INFECTED 
PLACENTA PREVIA CENTRALIS,* 


BY EMORY LANPHEAR, M. D., PH.D., ST. LOUIS, MO. 


President of the St. Louis Academy of Medical and Surgical Sciences; Gyne- 
cologist to the St. Joseph’s Sanitarium. 


Mrs. F., patient of Dr. S. A. Proctor, of Doniphan, Mo., was 
admitted to the Missouri Baptist Sanitarium May 30, 1899, with 
the following history: Age 34. First menstruation at 18, with no 
trouble. Married at 25. Tho always irregular in the appearance 
of her menses she never considered herself pregnant until her 
present illness. She menstruated for the last time January 19, 
1899, but had no special trouble until about May 1—probably the 
end of her 13th week of gestation—when, without any premoni- 
tion, she was seized with hemorrhage from the uterus so severe 
that she came near dying. There was no pain. Again two weeks 
later bleeding appeared, but not so alarming in degree. There has 
been an occasional “showing” several times since, but no great 
loss of blood. Examination showed an intrauterine pregnancy 
advanced to more than four months, with profuse, purulent, very 
stinking discharge from an undilated os. The slightest attempt 
to dilate the cervix caused most appalling hemorrhage. Her tem- 
perature was 100% and had been for some days. Microscopic ex- 
amination of the discharge showed abundance of saprophytes and 
staphyllococcus pyogenes aureus. 

A diagnosis of sloughing, infected placenta previa centralis 
was made, and operation Advised. It was accepted. 

May 31, with the assistance of Drs. Murphy and Proctor— 
after the most careful attempt to disinfect the vagina—I made 
supra-vaginal amputation of the pregnant uterus (Porro’s opera- 
tion), using cat gut ligatures for everything. There was no 
bleeding of importance—nor other serious complication. After re- 
moval of the gravid uterus the pelvis was thoroly cleaned and the 
peritoneum closed over the wounded surfaces by a continuous cat 
gut suture, thus shutting off the infected vagina from the abdo- 
men. The abdominal incision was closed without drainage. The 
vagina was then loosely packt with bichloride gauze, as would 
have been done in a vaginal hysterectomy, and the patient re- 
turned to bed without much shock. 

An unusual condition found in the abdomen was a “floating” 
spleen. That organ was located below the umbilicus, freely 
movable and not enlarged. On account of the critical condition 
of the patient from previous loss of blood no attempt was made to 
anchor it. 

Her convalescence was uneventful save for a jaundice which 
developt on the third day and continued until about June 15. She 
was discharged from the hospital June 23, well. 

As to the cause of infection—I am inclined to believe that af- 
ter the first hemorrhage the woman “examined” herself with dirty 


finger (indeed she confest to me that she “felt the mouth of the 
womb to see if it was opened”) and so introduced the sapro- 
phytes and pus cocci which found such a good field for propaga- 
tion. A part of the placenta became separated from its uterine 
attachment and underwent necrotic changes—affording a good 
field for the putrefactive bacteria which gave such an offensive 
odor to the discharge. : 

Relative to the surgical treatment adopted: The woman had a 
narrow pelvis thru which it would have been exceedingly difti- 
cult to extract the pregnant uterus by vaginal hysterectomy, 
especially since she had never borne a child; the vagina was badly 
infected so that implication of the peritoneum thru operative 
manipulation from below would have been inevitable; any at- 
tempt at forcible delivery would, in her weakened condition, hav ~ 
probably proven fatal; even had delivery been possible puerperal 
fever with all its dangers would have been unavoidable; so there 
remained of choice nothing but the Porro operation and Cesarian 
section. The former was chosen because the amount of uterine 
infection was such that the Cesarian operation would most likely 
be followed by post-operative peritonitis; and the woman was un- 
fit, physically, for child-bearing. In view of these facts it seems 
to me that we did the proper thing in selecting the Porro method 
of treatment. ra 


A meeting of great import to the physicians residing in the 
Society, which is to be held in this city the second Thursday in 
territory close to St. Louis is that of the St. Louis District Medical 
April (11th). This society embraces the counties of St. Charles, 
Lincoln, Pike, Warren, Montgomery and Callaway, north of the 
Missouri river; and Cole, Osage, Maries, Gasconade, Phelps, Craw- 
ford, Franklin, Washington, St. Francis, Ste. Genevieve, Jefferson 
and St. Louis south of the river. Every regular physician in this 
territory is eligible to membership. The society sends delegates 
to the Missouri State and the American Medical Associations. It 
has done good work toward securing the passage of a medical law 
in this state—in fact the accomplishment of this was one of the 
chief reasons for its organization. Physicians who desire to read 
papers at the next meeting are requested to send titles at once, 
either to the president, Dr. Frank J. Tainter, of Warrenton, or 
the secretary, Dr. Emory Lanphear, of St. Louis. 


Another medical meeting in which Missourians are interested 
is the Missouri Valley Medical Association which convenes at 
Omaha, March 21, with the following program: 

1. J. W. Cokenower, Des Moines, Ia.: ‘New Rectum and. 
Sigmoid in Colostomy.” 

2. E. A. King, Blockton, Ia.: ‘“Chorea.” 

H. D. Jerowitz, Kansas City, Mo.: “Scarlet Fever.” 

A. B. Somers, Omaha: “Ante-Partum Diagnosis.” 

J. Cameron Anderson, Omaha: ‘Vesico-Vaginal Fistula.” 
C. H. Wallace, St. Joseph: “Primary Perineorrhaphy.” 

. J. W. Kime, Fort Dodge, Ia.: “Treatment of Tuberculo- 
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sis.” 
. Daniel Morton, St. Joseph: Subject not announced. 
A. L. Wright, Carroll, Ia.: ‘“Mastoid Infection.” 

10. O. B. Campbell, St. Joseph: “Intestinal Obstruction. 

11. J. M. Aikin, Omaha: “Facial Paralysis.” 

12. Millard Langfeld, Omaha: ‘‘Compensation and Failure 
of Compensation in Heart Disease.” 
* 13. M. F. Weymann, St. Joseph: 

14. Inez C. Philbrick, Lincoln: 
Pelvic and Hepatic Disease.” 

15. Emma Warner Demaree, Roca, Neb.: 
adie Cretinism.” 

16. D. C. Bryant, Omaha: “The Pathological Importance of 
the Accessory Sinuses of the Nose.” ; 

17..J. E. Summers, Jr., Omaha: “Clean Surgery Versus Mu- 
tilating and Unscientific Obstetric Procedures as Practist Upon 
the Viable Unborn Infant.” 

18. Chas. C. Allison, Omaha: 


90 


“Chalazial Tumors.” 
“Association in Women of 


“A Case of Spor- 


“Some Phases of Puerperal 


Sepsis.” 

19. H. Gifford, Omaha: Another Case of Methyl-Alcohol 
Poisoning.” 

20. H. P. Hamilton, Omaha: “A Plastic Operation for Pruri- 
tis Ani.” 


It will be noted that, for the first time in many years, Mis- 
souri has only one paper in the program; but the attendance from 
this state will probably be good. Dr. Chas. Wood Fassett, of St. 
Joseph, is the secretary. 


Two prominent surgeons connected with the new combina- 
tion faculty of thé Marion Sims-Beaumont Medical College, have 
been doing a little case reporting in the public press of late. 
Careful, gentlemen, careful! Remember the fate of those who 


*Reported to St. Louis Academy of Medical and Surgical Sciences. 


have trodden this path heretofore. Verb sap. 
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EDITORIAL NOTES. 


Medical matters in the state of Missouri are in far better 
shape than when last year’s “Missouri Number’ of this journal 
was issued. The outlook for the future is brighter still. 


As these forms go to press the indications are that the “Hall 
Medical Bill” will become a law, it having past the Legislature 
by a good, strong majority in spite of the bitter opposition of 
many of the Christian Scientists, Mental Healers and others of 
like stripe. It is not, indeed, a law such as should have been 
enacted; but it is far better than no law—wherein the medical 
profession of the state is to be congratulated. 


Unfortunately the influence (or shall the word money be 
used?) of the Kirksville school was sufficient to secure an amend- 
ment legalizing osteopathy—under certain conditions. Possibly 
it might have been better to accept defeat in toto rather than 
effect a compromise by which osteopaths are permitted to ply 


’ their trade unmolested; but the leaders felt that “half a loaf is 


better than no bread at all” and so acted. If, then, the Governor 
signs the Hall bill, and the law is sustained by the Supreme 
Court, every sort of ‘healer’ will be excluded from practice ex- 
cept regular physicians, homeopathic graduates, Eclectic practi- 
tioners and osteopaths unless he pass the same kind of examina- 
tion they do. Perhaps, by a united effort on the part of the doc- 
tors thruout the state, at the next session of the legislature a 
more stringent law may be secured by the enforcement of which 
the osteopaths may be compelled to have the same amount of 
knowledge as other persons pretending to cure disease. 


The first step toward this end is to see that no man is re- 
elected to the legislature who voted against the medical bill this 
session. The representatives who voted in favor of the law were: 
Baker, Baldwin, Ball, Barrett, Blair of Hickory, Calvert, Camp- 
bell, Carter, Chasteen, Clay, Coffman, Conkling, Connor, Creson, 
Delzell, Dickinson, Dorris, Eversole, Farley, Getchell, Gipson, 
Green, Griffin, Hackney, Hains, Hall, Hamilton, Hawthorne, 
Hensley, Hess, Hildreth, Holmes, Horn, Huck, Hudson, Jones, 
Kendrick, Kennedy, Kirley, Lindsey, Locker, Long, Lynch, Mc- 
arthy, McKee, McKenny, Mabry, Marbut, Miller, Murphy, Nelson, 
Nicholson, Officer, Patton, Phillips, Pirtle, Pitts, Porth, Reinmiller, 
Roberts of Pemiscot, Roberts of Boone, Salmering, Simmons, 
Smith, Speer, Stewart, Stumberg, Sturgis, Sullivan, Tandy, Tap- 
ley, Thilenius, Todd, Ward, Weinhold, Welker, Williams of Clay, 
Williams of Scott, Wilson, Wolf, Woods, Woolfolk, Young, White- 
cotton—84, and those who voted against it were: Messrs, Aber- 
combie, Adams, Aydelott, Blair of DeKalb, Bradley, Carmack, 
Crandell, Duval, Edmondson, Gardner, Groom, Hamby, Hawkins, 
Holland, Howard, Hutchinson, January, Lane, Lehr, Lightholder, 
Lombar, McLane, Maynard, Mischel, Organ, Palmer, Praisewater, 
Randell, Reeves, Richter, Risk, Ruler, Shelby, Sickles, Spears, 
Steel, Stevens, Wallace, Warren, Weaver, Weil, Windler—12. In 
the Senate: Haynes, Marshall, Matthews, Morton, Sullivan were 
against the bill. ‘ 


Every doctor who resides in the district of any one of the men 
in the latter list should work earnestly to prevent a return of the 
guilty party to the Legislature. Opposition to a measure of such 
a character stamps any man as absolutely unfit for any legisla- 
tive duties. He who has no regard for the Public Health is a 
man unworthy of public trust. To the next legislature no such 
incompetent members should be returned. 


The law which this journal would like to see past is a broader 
one than the “Hall Bill,” and one which is fair to all “schools.” 
The essential features of this bill should be: 


1. That no person shall practice medicine in the State of Mis- 
souri unless registered as a “legalized practitioner.” 

2. That anyone, regardless of the source of his information, 

who can pass a satisfactory examination in certain branches shall 
be allowed to practise any particular “system” he may desire— 
whether “regular,” “homeopathic,” “eclectic,” “osteopathic,” 
“scientist” (not scientific—there’s a vast difference) or “mental 
healing.” 
. 3. That the examination be wholly secret, so as to be impar- 
tial; and consist of a preliminary examination as to general edu- 
cation, and a final one as to knowledge of the fundamental prin- 
ciples. These examinations to be conducted as follows: 

(a) All persons desiring to practice medicine in any manner 
shall submit to the board of examiners satisfactory evidence of an 
education equivalent to that required to graduate from a high 
school of first class; in the absence of an acceptable diploma, the 
applicant to undergo an examination in the necessary studies be- 
fore a board consisting of: (1) The president of the State Univer- 
sity. (2) The president of the State Normal School at Kirksville 
and, (3) The State Superintendent of Public Instruction at times 
and places advertised in advance; paying therefor a sum not to 
exceed $15; and the identity of each applicant to be known only 
after the papers are markt. 

(b) Having secured the certificate of the requisite degree of 
education, to go before the State Board of Health and pass a sat- 
isfactory examination in anatomy, physiology, chemistry, patho- 
logy, surgery, obstetrics, physical diagnosis and hygiene. [Any 
person who can pass a good examination in these fundamental 
branches may well be trusted to practise after any peculiar fash- 
ion he may desire]; such examination to be conducted in such 
manner that the members of the board may not know the iden- 
tity of the applicant until after the grades have been recorded. 

4, The State Board of Health to be appointed by the Governor 
and to consist of two members of the Regular school, to be se- 
lected from a list of eight candidates nominated by the Medical 
Association of the State of Missouri; one member of the Homeopa- 
thic school to be appointed from a list of four candidates nomi- 
nated by the Missouri Institute of Homeopathy; one member of 
the Eclectic school to be chosen from a list of four candidates 
nominated by the Eclectic State Medical Society of Missouri; 
and one member at large to be selected by the Governor at his 
discretion. 

5. In addition to its examining powers the State Board of 
Health to have such other duties as to quarantine, etc., as the 
present law provides. 

6. Any one using the name “doctor,” “healer,” “physician” or 
any other title or letters on cards, signs, circulars or any other 
form of advertisement by which the public is led to believe the 
person may cure disease or alleviate suffering, or who shall FOR 
PAY prescribe, treat, rub, bathe, hypnotise, pray for, operate on 
or in any other manner lead any person to believe benefit may be 
derived shall be held as “practicing medicine” within the meaning 
of the law. 

7. Suitable penalties to be provided for violation of the law. 

8. Provision for revocation of licenses for the production of 
abortion or other felony or such other causes as may be declared 
illegal (habitual drunkenness, excessive use of morphine, etc.) 


Such a law would apply to all; would not “recognize” any 
medical diploma—thus putting foreign graduates upon the same 
footing as those of our own colleges; would not exclude any form 
of practice and therefore ought not to be objectionable to these 
misguided individuals who prefer the less tangible methods of 
those who heal thru mental impressions or the supposed power 
of God rather than the more material means used by the educat- 
ed doctor. All would be upon the same level; and a liberal edu- 
cation being requisite the equality would very soon result in the 
total obliteration of the peculiar forms of quackery which have 
made Missouri notorious thruout the land. To the enactment of 
such a bill every doctor in the state should lend enthusiastic en- 
couragement, and in every possible way. 


One very good way will be to attend the next meeting of the 
State Medical Society to be held at Jefferson City in May. The 
president, “Uncle Sam” Wright of Fayette (“may his tribe in- 
crease’”—he is one of God’s noblemen) is doing much to render 
this year’s meeting the most interesting and important ever held; 
participated in by a larger number of country practitioners than 
any preceding session. It is the desire of the Committee on Scien- 
tific Communications to secure as many essays as possible upon 
practical subjects, particularly by men of experience in the lesser 
cities and the country (for these are the doctors who learn in the 
hard School of Experience lessons never dreamed of by city prac- 
ticians) as well as by the eminent specialists of the several great 
cities of the state. Titles should be sent immediately to some 
member of the committee, which is as follows: 
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Dr. Emory Lanphear, St. Louis, Chairman. 

Dr. J. N. Jackson, Kansas City. 

Dr. H. W. Latham, Latham. 

The program will probably be full by the end of March. 


Thus far the following titles have been sent to the chairman 
of the committee (the other two members not having yet re- 
ported progress): 
1. Catarrhal and Purulent Conjunctivitis, James Moores Ball, 
of St. Louis. 
2. Excision of the Intact Gasserian Ganglion, With Recovery 
of Two Cases of Trigeminal Neuralgia from this Method of Treat- 
ment; Willard Bartlett, of St. Louis. 
3. Recent Progress in Therapeutics; Geo. Howard Thompson, 
of St. Louis. 
4. Further Report on thé Treatment of Pneumonia; William 
Porter, of St. Louis. 
5. The Non-use of Rubber Gloves in Surgery; J. F. Binnie, of 
Kansas City. 
6. The Most Successful Treatment of the Present Epidem:ec 
of La Grippe; Robert H. Finley, of St. Louis. 
7. Intestinal Obstruction Following Abdominal Section—Its 
Prevention and Treatment; Edward Wallace Lee, of St. Louis. 

8 A Practical Method of Securing Perfect Sterilization With 
Formaldehyd; Amand Ravold, of St. Louis. 
= The Treatment of Glaucoma; Edwin C. Renaud, of St. 
Louis. 
10. Demonstration of Kidney Lesions, With Stereopticon; M. 
Dwight Jennings, of St. Louis. 
11. The Selection and Administration of the Proper Anesthe- 
tic; Alfred Roulet, of St. Louis. 
12. The Present Epidemic of (So-called) Smallpox; J. D. 
Brummall, of Salisbury. 

13. Surgical Remedies for Sexual Impotence; Wiley 
Broome, of St. Louis. 

14. Opening the Cul-de-Sac of Douglas in the Treatment of 
Puerperal Sepsis; Frank J. Tanitor, of Warrenton. 
15. A Consideration of Some Methods of Treatment of Epi- 
lepsy; W. J. Alexander, of Marthasville. 
16. The Use of Galvanism in the Treatment of Dysmenorrhea; 
G. C. Eggers, of Clayton. 
17. Surgical Treatment of Gallstones; Francis Reder, of St. 
Louis. 
18. Carbolic Acid in the Treatment of Burns; O. L. Muench, 
of Washington. 
19. Report of a Case of Placenta Previa, with Infection of 
Placenta Before Delivery; A. J. Detweiler, of Washington. 
20. Seborrheic Epithelioma; A. H. Ohmann-Dumesnil, of St. 
Louis. 
21. Indications for Surgical Treatment of Wandering Kidney, 
With Description of a New Method of Fixation; Emory Lanphear, 
of St. Louis, 


Geo. 


With such a beginning it may be taken for granted that this 
year’s program will surpass that of any previous meeting in va- 
riety of subjects discust and importance of matter presented, as 
several of these authors have a national reputation as writers, 
teachers and practitioners. There will be many more of like ex- 
cellence; so the doctor who has attended previous meetings of this 
grand old society will feel that he cannot miss the “gathering of 
the clans” at the City of Jefferson in May. To the thousands 
of good, ethical, scientific practitioners of the state who have 
never become members of this body I say: Go to this meeting— 
taking credentials from some local society if possible (if not, go 
anyway); if you feel, after attending for a day, that it tends for 
good, that the members are earnestly, conscientiously striving to 
benefit our profession as a whole, and to elevate the standard of 
excellence in our state in particular, join it and help the good 
cause along. If you are satisfied that things are not exactly such 
as would suit you, attend the meetings, without joining [every- 
body will welcome you! and be benefiited by the practical, scien- 
tific discussions. It will be a bright spot in your memory ever 
after. 


To the less fortunate of the brethren—those whose lot has 
been cast in the beautiful Ozark hills (beautiful, but not yielding 
bountifully of financial returns) or among the more fertile farms 
of the Northland, (which, tho fertile often give but poorly of their 
wealth to country doctors) I would say: Lay aside your cares 
for a day or two, twill do you good to visit the Capital City and 
‘rub up” against friends and fellow students of the long ago; 
the sacrifice will be well repaid, both in social intercourse and in 
gain of knowledge. Three days in Jefferson City will be equal 
to three months in some post-graduate school. You owe it to your- 
selves—you need the rest and the pleasure; you owe it to your 
patrons—they deserve the added knowledge you will gain. 


Of course the city doctor will be there—he always is! Ubiquit- 
ous, pushing, earnest, restless as the Northwest wind (of which, 
alas he is sometimes full) the city doctor is never more in his 
element than at the state society. And the stories that he tells— 
well, they are of a proportion that would put poor old Annanias 
to the blush—are worth going miles to hear; they are always about 
success, too, one never hears about the failures—except by the 
mutterings of some malcontent upon the margin of the crowd. 
And he, poor soul, soon seeks another group and pours forth a 
tale that would make the others pale with envy—-HIS tumor (or 
baby, or what not) was so much more wonderful! 


And so the stories go! “Lis a wonderful thing—this meeting 
of medical men at a state society. Little, local, domestic tights 
and prejudices are, as a rule, forgotten, and peace reigns supreme. 
Once in awhile some fellow raises Mephistopheles from his dwell- 
ing place and tries to “do up” some enemy; but the incident is 
soon forgotten and all goes merrily on. Really, it is a joyous 
thing for doctors thus to meet. ‘Lhe only distressing feature of 
the past few years has been the small number of those who were 
in attendance at the almost ideal sessions. Let this year’s regis- 
tration be greater than ever before. 


The visitors may be sure of a cordial reception at Jefferson 
City. he Governor himself is a doctor and hence will extend a 
double welcome to physicians; and may be depended upon to do 
everything in his power to make the meeting memorable. His 
estimable wiie, also—one of the most charming matrons of North 
Missouri—will exert herself to the utmost to render pleasant the 
visit of such ladies as may accompany their “liege lords.” The 
sessions will be held in the historic senate chamber. And last or 
all the new physician to the penitentiary (one ot the most genial 
of Missouri’s men, Dr. Z, ‘lt. Martin, of Lathrop) will throw open 
the doors of that institution to such doctors as think themselves 
fit to enter there. Indeed there are more reasons than one for go- 
ing to Jefferson City! 


But—a gentle whisper, doctor dear: If you want the best 
hotel accommodations, secure them well in advance of the meet- 
ing. There will be plenty of room and plenty to eat for everybody 
—Dr. Young, of the Committee of Arrangements has promist this, 
and he will see his pledge made good; but there are diiferent k.nds 
of rooms and several varieties of meals in the Jeffersonian town, 
and ’tis well to speak in advance for the particular style which 
suits your taste. But whatever the accommodation desired, doc- 
tors may depend upon one thing—they will not be grossly over- 
charged; politicians may corrupt good manners, but they have not 
so polluted our capital city as to make it an expensive luxury to 
reside a day or two therein; which is a point of interest to some 
doctors who have been “gouged” elsewhere. 


Our friends of the Homeopathic and Eclectic persuasion 
should also become more enthusiastic over their state societies. 
The small attendance of late years has been aggravating to those 
who have so zealously labored to make those associations what 
they should be. The indications now are that both organizations 
will have unusually attractive features this year. It is to be hiped 
the meetings may be pregnant with good. Doctors who do not 
attend state society meetings never make the same degree of 
progress as those who do. So—don’t be a lobster; attend the next 
meeting! 


As already intimated, medical affairs thruout the state gen- 
erally are satisfactory in the extreme. In St. Louis, for example, 
the Academy of Medical and Surgical Sciences has had a most 
remarkable winter—both in point of growth and excellence of good 
work done. The limit of membership (50) has almost been reacht, 
the new Fellows representing the cream of the younger, enthusias- 
tic element and the average attendance has exceeded that of 
the St. Louis Medical Society, with nearly eight times as many ~ 
members. The latter body has, however, under the able presi- 
dency of Dr. L. E. Newman, one of the progressive young physi- 
cians of the city, had an unusually valuable series of contribu- 
tions this winter, and its meetings consequently have been of 
greater value. If the present interest continues and the quar- 
relling ones be kept supprest the old society will yet be what it 
should have been for many years: one of the leading medical 
bodies of this country. 


Fortunately there has not been that degree of professional 
jealousy manifested in St. Louis of late which formerly made 
the city the laughing stock of the medical world; or if it exists 
it has happily not found its way into the daily press. Indeed 
with the consolidation of medical schools, the suppression of 50- 
cent hospitals, the removal of some malcontents from the city, 
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the general increase of interest in scientific medicine which has | 
markt the end of the Nineteenth century, above all the disap- 
pearance of glowing accounts of wonderful operations from the 
columns of the daily papers—all these and other things have 
combined to make things far more satisfactory in this city than 
ever before. The feeling is gaining ground that St. Louis, with 
nearly three-quarters of a million people, is becoming too large for 
petty jealousies to attract attention, for spite-work to hinder the 
progress of good men, for idle gossip to be repeated until it harms 
some presumed enemy. In other words the broad spirit of Liber- 
alism which characterizes the opening of the new century is af- 
fecting doctors in St. Louis, and the effect is pleasing indeed. 
The time is near at hand When St. Louis will be noted for the 
harmony which prevails among her doctors. A few of the old 
disturbers there are still—but they are rapidly disappearing from 
the scene of action by removal, death or sinking into that ob- 
scurity from which they never should have emerged. 


One of the men recently past away, but one who was not 
noted as a fomenter of professional discord, attracted markt at- 
tention while he lived, first by reason of his ability, second on 
account of his long life in St. Louis, third because of his whole-. 
souled belief in the efficacy of purgation, but above all by his 
insistence upon immediate payment of money due him. Dr. 
Thomas O’Reilly practist medicine in St. Louis for 52 years; and 
never made a visit or wrote a prescription without receiving in- 
stant payment. His rule of business was: ‘No cash, no services.” 
As a first consequence people learned to respect as well as pay 
him; as a second, he accumulated a fortune practising medicine 
for a class of people who would have let any other doctor starve. 
And thus he died—full of honors and of years; respected by all, 
beloved by many. 


William Marion Reedy, the talented editor of the Mirror, said 
of him: “Dr. Thomas O’Reilly, of this city, who died last Sun- 
day, at the advanced age of 74, was a man of men. He was a 
great doctor and a great patriot. He was at the forefront of his 
profession, without utilizing any modern devices for attracting at- 
- tention. He was one of the men who saved Missouri to the Union 
in the days of the rebellion. He was one of the most influential 
friends of Ireland in America without descending to any of the 
tricks in American politics which blotted the ’scutcheons of so 
many American Irishmen. He was the friend of Parnell and of 
Gladstone, and he kept the American end of the Irish cause clean 
and sane. Though a physician of the old school, he was up-to- 
date without being too ready to accept clamorous assurances that 
new methods were the cure-alls their inventors proclaimed. Dr. 
O’Reilly was a good man as well as a great one. He was a helper 
of his kind in all ways that could not be construed as means to 
advertise himself. His gruff exterior was a splendid mask for a 
very tender heart. He had all sympathy for misfortune, but was 
severe to vice and idleness and all kinds of dishonor. He never 
neglected his duty to his patients for any call of pleasure or of 
immediate personal interest, and for fifty years he was an object 
of love and veneration to thousands in this city as he made his 
rounds, in a ‘wonderful one-hoss shay’ of a buggy, by the side of 
a retainer as grim and saturnine looking as himself, sometimes, 
as it seemed, from dawn to dawn. The world of the poor knew 
him better than the great world, and only his death revealed 
the extent of the popular affection for the rugged old man whose 
heart truly was as a little child’s. Other physicians have been 
more famous than “Old Tom” for one thing or another; but none 
anywhere in this or any other country did more actual, practical 
good with his talents to those in immediate pressing need of help. 
He was implicitly trusted and obeyed, and his success as a healer 
was much greater than that of all the new fangled doctors who 
make great flourishes in experimenting on their patients, while 
he applied to the relief of the suffering the deductions from his 
wide experience. There has not passt from St. Louis life, in the 
last thirty years, any man so generally beloved as Dr. Thomas 
O'Reilly, beloved alike for his strength and his gentleness. He 
was an honor to his profession, to his race, to American citizen- 
ship and to mankind.” 


At the meeting of medical men held to pass resolutions upon 
his demise, Dr. A. C. Bernays very aptly remarkt: “Dr. 
O’Reilly was one of those physicians who had that high mental 
culture which gave him eloquence to persuade each individual 
patient, a manliness which dispelled the discouragement of the 
sick, a suavity which could call forth a joyousness and desire to 
recover in the depresst. He had the acuteness of a detective to 
understand the secrets of a troubled soul without betraying them. 
The doctor, thus equipt, was a benefactor to society; he could 
and did prevent evil thoughts, criminal intentions and rascality 
which (I am convinced) often times have their sources in the 
bowels. He was lookt upon as a savior more than a medical 
man by grateful patients, tho he performed no miracles and 


was not crucified.” 


SURGICAL NOTES. 


The consensus of opinion among surgeons of prominence now 
is that the field of usefulness of cocainization of the spinal 
cord is destined to be a rather narrow one, Statistics already show 
it to be far more dangerous than chloroform; and Roulet’s fig- 
ures (recently presented to the St. Louis Academy of Medical and 
Surgical Sciences) prove it to be a total failure as an anesthetic 
in an unexpectedly large proportion of cases. 


Eucaine, too, seems to be losing its popularity—it having 
proven wholly unsatisfactory for intra-arachnoideal injection. As 
a local anesthetic it still retains popularity with some operators 
who regard it as rather safer than cocaine; but its true place in 
surgical therapeutics has not yet been determined. : 


The treatment of epilepsy by incision of the cervical ganglia 
of the sympathetic. has not been attended by the same favorable 
results in St. Louis as obtained by Jonnesco, tho faithfully tried 
by Bartlett, Lanphear and others. Jonnesco still claims to per- 
manently relieve a large proportion of cases—his latest report 
being 45 operations with 10 perfect cures, 6 improved, 2 unim- 
proved, 6 deaths (from other causes) and 19 not yet past two 
years, before which time a “cure” may not be said to have been 
secured tho convulsions may have ceast. He has abandoned the 
somewhat dangerous, and always exceedingly difficult, excision 
of the lowest as well as two upper ganglia, now removing only the 
superior ganglion on each side; and claims that just as good 
results are thus to be obtained. 


A new use for rubber gloves is that for the application of 
picric acid in the treatment of burns. One of the greatest objec- 
tions to picric acid has been the unavoidable staining of hands 
which persists for many days. Perhaps the most satisfactory treat- 
ment of burns consists of the following: The vesicles are punc- 
tured and carefully flattened out; sterile gauze is dipt in a satu- 
rated aqueous solution of picric acid, squeezed fairly dry and 


then applied to the burns; over this absorbent cotton is placed, 


retained by a light roller bandage. All infection is checkt in a 
majority of cases, hence pain is reduced to a minimum. The 
dressing need not be changed for four or five days unless there are 
distinct indications of suppuration. : 


International Journal of Surgery says: Fistula in ano, in 
young children, may always be regarded of a tuberculous nature, 
and these patients must not be subjected to a cutting operation 
without first determining the fact that one has not to do with 
a spinal abscess that has found an outlet in the ischio-rectal fossa. 
In these cases a soft probe penetrates very deeply, the child has a 
stiff or curved back, or shows symptoms of disease of the sacro- 
iliac synchondrosis. 


In the treatment of tuberculous dactylitis early operation is 
always best. ‘Total subperiosteal resection is never advisable 
whenever it can be avoided as regeneration of bone in such cases 
is invariably imperfect. In the phalanges itis best to make lateral 
incisions, scraping away every vestige of diseased tissue with a 
sharp spoon and packing with iodoform gauze. In the metacarpals 
and metatarsals the same line of procedure is to be followed, 
but the incision is to be made on the dorsum. 


For erysipelas the ichthyol treatment seems to be gaining in 
popularity. Equal parts of lanolin and ichthyol are mixt and 
rubbed thoroly into the affected surface every four to six hours. 
It is best to cover with oiled silk or other protective. 


For gonorrheal arthritis the latest treatment is to open the 
joint and carefully irrigate and drain under the most careful anti- 
septic precautions. 


Paraplegia in Pott’s disease (spinal caries) is dependent sole- 
ly upon pressure on the cord by granulation tissue within the 
spinal canal, and in many instances disappears without operation. 
When it persists in spite of prolonged rest in bed, laminectomy 
should be performed. It often gives brilliant results; but is an 
exceedingly dangerous operation in unskilled hands. 


Very good results in the treatment of varicose veins of the 
leg are being reported from simple ligation of the long saphena 
vein very close below its entrance into the femoral vein. It is ap- 
plicable only when Trendelenburg’s symptom is present; i. e. 
If the patient is recumbent and the leg is raised so as to empty 
thes varicose veins and pressure is made over the internal sap- 
hena vein above the varices, the veins do not fill up as before 
so long as the pressure is kept up. Ligation lower down does 
not give the same good result. 
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GYNECOLOGICAL NOTES. 


The time has now arrived when both acute and chronic en- 
dometritis must be classified according to the bacterial cause 
rather than upon the pathologic conditions dependent upon bac- 
terial action—excepting, perhaps, senile endometritis. This, how- 
ever, may also be dependent upon a gonococcus infection as well 
as due to the presence of streptococci or staphylococci or other 
pyogenic micro-organism. The particular plan of treatment must 
depend in great part upon the character of the infection. 


Of great interest, too, in the practice of gynecology, is the na- 
ture of the infection in cases of “puerperal fever’’—so productive 
of chronic pelvic disease. In the fevers following confinement 
the trouble may be due to either the streptococcus pyogenes, 
staphylococcus pyogenes aureus or albus, bacterium coli commune, 
pheumococcus, typhoid and diphtheria baccilli, bacillus aerogenes 
capsulatus, or the vibrion septique; or to a mixt infection. The 
portal of infection is most frequently the endometrium, especially 
the placental site, both of which are reacht by the direct introduc- 
tion of the bacteria. The way of infection is lymphatic or cir- 
culatory, seldom both at the same time. A positive clinical diff- 
erentiation of the various bacterial forms is not yet possible tho 
much progress is being made in this direction. It may be said 
that the anaerobic infection runs a milder and more favorable 
course. 
A new obstetric operation was recently devised and practist 
by Lanphear, of St. Louis. The patient was confined eight days 
before the operation, the attendant being unable to remove all 
of an adherent placenta. The woman bled daily to such an ex- 
tent that at the time of operation she was pulseless and appar- 
ently dying. Curettage being attempted it was found that the 
fundus was still on a level with the umbilicus; and the placenta, 
attacht at the upper part of the superior polar zone, beyond the 
reach of the longest curet. Efforts to force the fundus downward 
by external pressure were unsuccessful. The os was so rigid 
that even violent attempts to dilate it so as to admit a hand were 
unavailing. The posterior cul-de-sac was therefore opened, the 
left hand past into the abdomen and the fundus firmly graspt; 
thus secured, it was pusht against the curet and the offending 
mass quickly liberated. By squeezing the uterus it was made 
to quickly and firmly contract, when an iodoform gauze pack was 
introduced. The pelvis was then irrigated with normal salt solu- 
tion and the incision closed. Future progress of the case was 
as if the peritoneum had not been opened. 


Women with abnormally loose kidneys should not be told of 
their condition unless there exists some reason why operation 
should be done. A great many of such patients are neurasthenics 
and the information that they have wandering kidneys so im- 
presses them as to render their condition far worse. Fixation of 
the kidney, however, materially aids in the cure of the neurasthe- 
nia. It is especially valuable when the Weir-Mitchell rest treat- 
ment is to be adopted, 


The best way to dress the cord of the new-born is to wrap 
it in absorbent cotton soakt in alcohol and cover all with rubber 
tissue or oiled silk.’ A cord thus treated dries up in an aseptic 
condition instead of suppurating. 


For leucorrhea the following may be ordered with expecta- 
tion of benefit. Tannic acid, 60; alcohol, 30; creosote, 30; water, 
240. Mix. Tablespoonful to a quart of water to be injected two 
or three times a day. 


Citrate of manganese has given fairly good results in amen- 
orrhea (esvecially uncomplicated oligo-chromemia). It is admin- 
stered in five-grain doses thrice daily, increast if necessary to as 
much as fifteen grains. It may with advantage be given at meal- 
time, five grains of sulphate of iron to be taken one hour after- 
ward if anemia be pronounced. 


Among city women fully 75 per cent of all cases of sterility 
may be traced to old gonorrheal infection. 


To control the stink of the discharge from incurable uterine 
cancer there is nothing so good as peroxide of hydrogen used 
three times a day—if the patient can afford it. It not, a 1 per 
rent solution of formalin is a cheap substitute which does very 
well. 
In many cases of post-partum hemorrhage the blood does not 
come from the interior of the uterus, but from a rupture of the 
cervical artery. In such cases it is easy to introduce a speculum 
thru which a hemostatic forceps may be applied to the bleeding 
point and left on for twenty-four hours; or the vessel may be 
ligated with silk or catgut. ; 


LITERARY NOTES. 


The Interstate Medical Journal of St. Louis has absorbed 
the Stylus. Dr. William Porter, editor of the defunct periodical, 
becomes associate editor of the Interstate—which, under the joint 
management of Drs. W. B. Outten and Otho F. Ball, is becoming 
one of the leading monthlies of this country. 


Dr. George M. Gould’s new weekly is to follow the style of 
title page long since adopted by this journal (American Surgery 
and Gynecology) and be called American Medicine. H. D. Rey- 
nolds, who has been associated with Dr. Gould on the Phi'adel- 
phia Medical Journal since its birth, is to be business manager of 
the new publication. More than $40,000 has already been sub- 
scribed in stock. 

A new ‘Medico-Legal Manual” has just been issued by The 
H. J. Penfold Co., Omaha, Neb. It is written by Judge William 
W. Keysor, lecturer on medical jurisprudence in the Omaha Medi- 
eal College, contains 320 pages, and sells for $2.00. This 1s not an 
elaborate work on medical jurisprudence in which is given a vast 
amount of medical matters of little interest to doctors, but a 
concise treatise on the legal side of the question—a lot of valuable 
information on legal topics of special interest to medical men, and 
incidentally to dentists and druggists. It includes a discussion of 
physician’s contracts, malpractice, medical expert testimony, 
transfers of property, legal relations of physicians to life insur- 
ance, various mental derangements viewed from a legal stand- 
point, sexual perversions and cohabitation—with therr results, in- 
fanticide, evidences of death from various causes, and some con- 
sideration of post-mortem examinations. Altogether it is a very 
satisfactory little book which will be found of great value to those 
who desire information upon these topics. 


A neat little book written and publisht in this city is “Notes 
on the Eye,” by Dr. Frank L. Henderson, Professor of Ophthalm- 
ology in Barnes Medical College, Ophthalmic surgeon to St. 
Mary’s Infirmary, ete. It is notable in that it omits most of the 
unnecessary things given in even the condenst manuals for stu- 
dents, being devoted exclusively to subjects of interest to the stu- 
dent as a prospective general practitioner—not a specialist. The 
author has purposely left out all details of minute anatomy, fine 
distinctions of pathology, intricate explanations of the theory of 
optics, etc., and devoted his entire space to a description of the 
means by which the most common diseases of the eye may be 
recognized, and the proper measures for their relief or cure. It 
contains 150 pages, beautifully printed and bound but rather 
meagerly illustrated. Pictures count for much nowadays; the 
author will therefore do well to add more to the next edition. 


Dr. Alfred C. Cotton, Professor of Diseases of Children in. 
Rush Medical College, Chicago, has recently written a most in- 
structive book entitled: ‘Lessons on the Anatomy, Physiology 
and Hygiene of Infancy and Childhood.” It consists chiefly of ex- 
tracts from lectures delivered at Rush, and is particularly de- 
signed for junior students. -It contains much, however, that is of 
great importance to the man who has graduated. It is profusely 
illustrated with photoengravings and other cuts which lend ad- 
ditional interest to the text. It is publisht by the Chicago Medi- 
eal Book Co., and sells for $1.50. 


L. 8. Matthews & Co., of St. Louis, have lately publisht an im- 
portant contribution to the literature of Genito-urinary surgery 
in the form of a neat book of more than 300 pages. It is called: 
“A Hand Book of Genito-urinary Surgery,” by Geo. M. Phillips, 
M. D., lately professor of Genito-urinary surgery and venereal 
diseases in Barnes Medical College, and visiting surgeon to the 
St. Louis City Hospital. It is essentially a practical work, with 
many original drawings and photoengravings. The various chap- 
ters are devoted to anatomy, physiology and deformities of the 
genito-urinary apparatus, methods of examination, urethral dis- 
eases (including complications of gonorrhea), diseases of the pros- 
tate, chancroid, surgical diseases of the kidney, stricture, stone, 
tumors, irregularities of the testes and sexual disturbances. This 
last chapter (including such topics as atonic impotence, sterility, 
masturbation, nocturnal pollutions, sexual neurasthenia and do- 
mestic infelicity) is alone well worth the price of the whole vol- 
ume—$2.00 The printing and binding are also commendable. 


The latest contribution to medical literature from that dis- 
tinguisht author, Dr. Nicholas Senn, Professor of Surgery in Rush 
Medical College, Chicago, is entitled: ‘“Medico-Surgical Aspects of 
the Spanish-American War.” It is an elegantly bound, superbly 
printed and bountifully illustrated book of about 400 pages, and 
consists principally of a reprint of Colonel Senn’s interesting let- 
ters to the Journal of the American Medical Association, written 
from the field of action. It contains much of great interest to 
the general surgeon, as well as forming agreeable reading to all 
others interested in the operations of our army viewed from the 
standpoint of a keen observer as well as active participant. It is 
publisht by the author himself. 
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ADVERTISING RATES FOR 3903. 


ONE YEAR. Srx MONTHS. THREE Mos- 


One Page $360 00 $180 00 $90 00 
One-half Page 180 00 90 00 45 00 
One-fourth Page... «+ 90 00 45 00 24 00 


50 Per cent. additional for space facing reading matter. 


AMERICAN JOURNAL PUBLISHING COMPANY, 
ST. LOUIS, MO. 


DO YOU KNOW THE VIRTUES 


Of the water and climate of Eureka Springs, Ark? Do you want 
toknow? We havea booklet on the subject which is yours for 
the asking; it is free. Address Bryan Snyder, G. P. A., Frisco 
Line, St. Louis. 


SOME SUGGESTIONS ON THE MANNER OF USING 
PROTARGOL, 

Having passt the experimental stage it may now be safely 
asserted on the ground of the remarkably extensive literature 
publisht that protargol is one of the most important additions to 
the materia medica of recent years. Aside from its general use 
in the treatment of gonorrheal affections it has to a great extent 
displaced nitrate of silver in diseases of the eye, ear, nose and 
throat. To obtain uniformly good results attention has been late- 
ly drawn to the imporatnce of exercising proper care in making 
solutions, a point which has been especially emphasized by Pro- 
fessor Neisser. A clear and satisfactory solution can be secured 
in any one of the following ways: Stir the protargol powder into 
a thick and smooth paste with a little cold water, and then add 


‘the bulk of the fluid. This should be done in a glass or china 


vessel, using a glass rod if in a mortar, the latter as well as the 
pestle should be slightly moistened with a few drops of glycer- 
ine. Protargol may also be readily dissolved by dusting the 
powder evenly upon the surface of the water and allowing the 
fluid to stand without stirring for about ten minutes. It is very 
essential that only cold water should be used in making the solu- 
tions, as with warm water the drug is to some extent decomposed, 
and then becomes less active any may cause irritation; for the 
same reason the solutions should be preserved in dark colored 
yellow bottles. In acute gonorrhea the average strength of the 
solutions ranges from one to ten grains to the ounce; in chronic 
urethritis, up to thirty grains; in diseases of the eyes, ears, nose, 
and throat, ten to sixty grains; as an application to wounds and 
ulcers, one to two per cent solutions and five per cent ointments 
are in use. Unlike nitrate ef silver protargol does not stain the 
skin even in concentrated solution. The solutions commonly 
employed in gonorrhea also do not produce stains of the clothing, 
or if they do, only cause slight discoloration, which can be easily 
removed with warm soap water. The much stronger solutions 
of twenty to fifty per cent sometimes leave behind brownish yet- 
low stans on the clothing; if recent, they can be removed with 
soda and ammonia; if old, by the action of peroxide of hydrogen 
in the presence of ammonia. 


A PECULIAR ARGUMENT. 


The argument of ex-Governor Bill Stone before the Senate 
committee against the passage of the Missouri State Medical As- 
sociation’s bill regulating the practice of medicine must have 
struck the Christian Scientists (who paid him for his opposition 
to the bill) as very funny. His chief point was tnat if the bill 
became a law it would legalize the practice of Christian Science 
by anyone who could pass a satisfactory examination before the 
State Board of Health; and he did not believe it right to legalize 
any SECRET SYSTEM of practice!!! 


PARIS EXPOSITION, A. D. 1900. 


Awarded highest prize to William R. Warner & Co. in their 
class for the recognized superiority based upon the following 
claims: 

The exhibit consists of soluble sugar and gelatin coated pills, 
parvules, dosimetric granules, elegant granular’ effervescent 
salts, compresst tablets, including a series of effervescent tablets, 
comprising Litha water, Kissingen water and Vichy water tablets; 
standard medicinal fluid extracts, medicinal elixirs, syrups and 
wines, and a line of superior pharmaceutical preparations made 


in accordance with the recipes indicated by the United States 
Pharmacopeia, the formula of famous medical men and special- 
ties of original invention. 

Messrs. Warner & Co., claim for soluble coated pills, and 
granules, quick solubility, accurate subdivision of the drug, the use 
of the selected excipients in making the mass, avoiding incompati- 
bility and insuring quick disintegration and a thoro assimilation 
of the medicament. The inner mass is thoroughly protected from 
atmospheric influences by the soluble coating as applied, preseut- 
ing at once a form of medicine which is reliable and permanent 
and not affected or impaired by age. They possess decided ad- 
vantages over the ordinary pill of pharmacy, extemporaneously 
prepared, in that the minute division of powerful chemicals is 
more readily reached by accurate processes and facilities invented 
and used specially for the purpose. 

For granular effervescent salts, they claim uniformity of gran- 
ulation, prompt effect of the applied remedy and general elegance 
of the finished product. 

Claim for effervescent lithia tablets, convenience, reliability, 
uniformity of dosage, whereby a lithia water can be made ex- 
temporaneously of a standard strength and known dosage, added 
to which is the economy of the product. 

For medicinal fluid extracts claim a product of standard 
strength, prepared according to the latest approved processes, 
representing the active principles of the drug employed, each 
minim of the solution representing one grain of the sround drug 
from which all inert matter has been eliminated. 

Claim for medicinal elixirs, wines and syrups, a feature in ele- 
gant pharmacy whereby remedies, many of which would otherwise 
be nauseating on account of odor or taste, are thoroly disguised 
without depriving them of their medicinal value in the slightest. 

Claim for compressed tablets, tablet triturates and hypodermic 
therapeutic results. These preparations are made in accordance 
with certain well defined rules, whereby the precise quantity of 
medicament they are said to contain may be depended upon in 
each administration, the medicinal agent being universally dis- 
tributed thru-out the whole mass. To recapitulate, they are 
quickly and entirely soluble. They are permanent in form and 
accurate in dosage. They are safe and rapid in action. 

Claim for pharmaceutical specialties, a general elegance, un- 
surpassed and a medicinal activity unabridged as relating to the 
various forms of medicines indicated for the several diseases for 
which they are intended to be administered. 

As an attestation of these claims, they quote the fact that 
they have received not less than 16 highest medals from as many 
different World’s Expositions which have been hela, dating from 
the year 1873 to the present time and further that they have re- 
ceived hundreds of testimonials from the jurors who have passt 
upon their products in local expositions both at home and abroad. 
Incidental to this might be mentioned, the award of a silver medal 
by the International Medical Congress held at Rome, Italy, their 
last triumph more of a local nature, a silver medal and special 
mention by the National Export Exposition held at Philadelphia, 
1899, and which they believe was the highest and only award 
for the particular articles referred to. 

A gold medal awarded at the Sydney World’s Fair and an hon- 
orary membership bestowed by the Pharmaceutical Society of 
New South Wales and 70 medals and diplomas awarded at vari- 
ous exhibits including the above. This is the triumph of 40 years’ 
experience in pharmaceutical chemistry. 


ARTISTIC ADVER'L1SING. 


The Abbott Alkaloidal Company of Chicago has become a 
formidable rival of the Antikamnia Chemical Co, in the artistic 
quality of its advertisements. The series now running in various 
journals of the country, representing medical methods, old and 
new, is the neatest thing—from an artist’s standpoint—ever seen 
in medical advertising. It even excels the “night series” of Bro. 
Abbott’s last year’s advertisement—the pictures of which were 
very fine. The historic picture presented in this issue of the 
Journal represents the methods of ancient Greece, and will well 
repay careful observation; as will also the reading matter under it. 


THE FULTON ASYLUM. 


The daily papers report that Governor Dockery has concluded 
to oust the homeopaths from control at the Fulton Insane Asylum 
and appoint Regulars instead. Why? Do not the percentages of 
cure under homeopathic management equal those of the other 
asylums of the state? Or is it a matter of sentiment; or of 
politics? Let us have the reason for the change. From a practical 
standpoint it is exceedingly doubtful if the change in the quality 
or quantity of drugs administered would be recognized by even 
the most nearly sane patient; for there’s very little difference to- 
day between all “schools” in the use of drugs beneficial to the in- 
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FOR LA GRIPPE. 

In la grippe with bronchial and plumonary complications the 
natural tendency of the pulmonary tissues to resist and destroy 
micro-organisms is always greatly diminished. Hence the fre- 
quent development of tuberculosis after attacks of la grippe. 

The pulmonary congestion and inflammation can be must 
quickly removed, and the tissues restored to their normal vitality 
and resistance, by the use of Vapor Massage and frequent in- 
halations of antiseptic and healing agents in the form of nebul- 
ized vapor. ; 

Where this plan of treatment is employed early and thoroly, 
in connection with such other measures as may be indicated, the 
development of tuberculosis or other serious complications need 
not be feared. , 

Full information relative to appliances, formulas, etc., can 
be had by applying to the Globe Manufacturing Co., Battle Creek, 
Mich. 


THE USE OF BROMIDES IN HYSTERIA, DELIRIUM, ETC. 


By J. S. Murphy, M. D., Sullivan, Ind. 

Considerable has been written on this subject which has all 
the respectability of ancient lineage. And like most other ob- 
scure things, has received no stint of authoritative attention. 

The etiology of hysteria has never been satisfactorily ex- 
plained. For a long time it was thought to be in some way re 
lated to uterine disturbances. But while it is not denied that 
sexual disorders may have a bearing on the primal cause of the 
phenomena, still it is also claimed that the ailment attacks both 
sexes. We have progressed not further than this. 

The treatment at best has been attended in most cases with 
disappointing results. We are confronted with a “loss of due 
balance between certain of the high functions of the brain, spinal 
cord and sympathetic system.” The treatment obviously should 
be then, to restore this balance. Rest is a very essential feature. 
By rest is meant restraint of overaction of certain of the spinal 
nerve centers. My experience has taught me that nothing gives 
better results than the combined bromides; and these should be 
of the very purest obtainable. For this reason I have availed my’ 
professional self of Peacock’s, not only for their purity—freedom 
from bromates and carbonates so common to the commercial 
bromides—but on account of their ideal synergic effects and the 
fact that they are neutral in reaction, which permits of combining 
certain alkaloids in the solution without fear or danger of pre- 
cipitation. 

In various forms of neurosis I have found Peacock’s Bromides 
invaluable as an all-round agency of alleviation and cure. They 
have never disappointed me. In obstinate cases of epilepsy, where 
the treatment is necessarily protracted, I find them particularly 
useful in that their administration is not followed by the too 
common symptoms of bromism. And I would specially urge their 
utility in instances of delirium following alcoholic excesses. 

Anything that conserves the vital forces, that does not depress 
any organ, as for example, the cardiac centre, anything that gives 
the rest of normal sleep when repair is greater than waste, any- 
thing that tends to restore the nervous equilibrium, soothing the 
exciting centres, whatever and wherever they may be, must bene- 
fit the entire organism when each separate organ, then, of course, 
will receive its needful quota of help. And since local treatment 
is out of the question, I cannot conceive of better procedure, or 
one more infallible to the successful management of hysterical 
cases, 


FREE—FULL SIZE BOTTLES FOR TRIAL, 


To physicians not having received samples, who desire to test 
the therapeutical value of Dioviburnia, (the standard urine tonic 
and antispasmodic), and Neurosine, (the most efficient neurotic, 
anodyne, and hypnotic, contains no opium, morphine, or chlorai,) 
the Dios Chemical Company, St. Louis, will, on application, send 
full size bottle of each free. Physicians paying only express 
charges, 

In non-descriptive cases, where patients complain of a feeling 
of lassitude, aches, pains, nerves completely unstrung; no symp- 
toms being positive, and in female neuroses, a combination of 
Dioviburnia and Neurosine, equal parts, will give immediate re- 
lief. 


EDITORIAL LETTER ON RELEVAINE., 


Dear Doctor: We respectfully call your attention to a prepa- 
ration that is used extensively by the most eminent physicians of 
European countries, owing to its great curative powers in La 
Grippe, Headache, Neuralgia, Rheumatism, Malaria, Dysentery, 
Pleurisy, Sciatica, Influenza and all allied complaints. It is known 
as Relevaine (meaning “to relieve pain’’—and it does—a safe and 
prompt anti-pyretic, antineuralgic and analgesic) which is a coal- 
tar derivative, but is so combined as to obviate any bad after ef- 
fects, and which has been known to relieve the severest cases 
where other antipyretics have failed. The chief claim advanced 


| in favor of Relevaine is that its use is not followed by a depres- 


sion of the cardiac system. In certainty of action it is found 
superior to all other products from the same source; therefore, 
we claim your attention to Relevaine, as the most excellent re- 
sults have been obtained from its use. It will relieve pain prompt- 
ly, especially headache, reduces fever quickly and safely; it is 
an excellent restorative and anodyne of great curative power. 

In conclusion, we emphasize the following facts and points of 
superiority of Relevaine: Its action is prompt, powerful and re- 
liable on account of its great curative power. We feel assured 
that a trial will convince you of its merits. 

The dose is from 1 to 3 five-grain tablets, or from 5 to 15 
grains in powder, at intervals of fifteen minutes as the case 
may require, or until pain is relieved. 

We give no testimonials and ask none, except that which 
you yourself will give after testing its worth, as others have done 
before you. [Editorial in Medical Council.] 

Readers of The Journal are invited to send their professional 
card for liberal samples for trial to the R. 8S. T. Mfg. Co., 36 N. 
Gth St., Philadelphia, Pa. 


GOOD IN CONVALESCENCE. 
New York, April 2, 1900. 
When your Morrhidmalt was first called to my atteniton, I 
was sceptical as to the possibility of its retaining the therapeu- 
tic activity of cod liver oil; but my experience with it has dem- 
onstrated all you claim. In convalescence after serious surgical 
operations it has unquestioned merit. Your label appeals to 
me very strongly. It is absolutely impossible for the laity to un- 
derstand for what conditions Morrhumalt is indicated without a 
prescription from a physician. I consider the stand you are tak- 
ing eminently ethical, and one which should meet the commenda- 
tion of the profession. Very truly yours, 
NEIL MACPHATTER, M. D., F. R. C. S. 
Post-graduate Hosp. Med. Coll. 


RECTITIS; OPERATION ADVISED AND REFUSED; BLOOD 
CURED, 


BY T. J. BIGGS, M. D., STAMFORD, CONN. 


Alonzo H——, aged 43, American. Entered hospital June 1, 
1900. Diagnosis: rectitis, Case of Dr. B——. The patient said 
that for three years -he had been troubled greatly with consti- 
pation, so much so that all medicine that he employed would 
have at best very unsatisfactory results, so that finally he had to 
resort to enemas, The long continued use of this treatment had 
produced rectitis. He said that with the last six months he 
had been passing with his stools large quantities of mucus, con- 
taining considerable blood, attended by severe pain. The general 
symptoms presenting at the time of my first examination were: 
Constant nausea, and sensations of burning in the rectum, with 
a constant desire for stool, with frequent attacks of tenesmus, 
often so severe as to cause a prolapse of the mucous membrane. 
The stools were hardened feces, with occasional scybola from 
the distended colon. They caused intense pain, especially when 
the mass reached the rectum. Another constant symptom was 
nausea, being more especially marked during the tenesmus. He 
also suffered with headache, feverishness and malaise. He had 
frequent attacks of strangury and involuntary urination. So se- 
vere was his condition that I advised operation. This he would 
only agree to after my having exhausted every other treatment. 
Consequently I determined to employ bovinine. 

His secretions were regulated and the nurse instructed to 
give him nothing but bovinine and milk, a wineglassful every 
three hours. The rectum was irrigated three times a day with 
Thiersch solution followed by bovinine—Thiersch injections. 
From the very first he experienced great relief. 

On the 7th, the mucus and blood had decreased greatly in 
quantity; headache and feverishness had ceased and he felt 
greatly stronger. The tenesmus was less frequent and severe. 
Bovinine pure as an injection was now substitute for the bovi- 
nine-Thiersch, being employed three times a day as before. 

On the 15th, he continued to show a decided improvement. 
The nausea and sensations of burning in the rectum having en- 
tirely disappeared, and for two days there had been no tenes- 
mus, and for five days no prolapse of the mucous membrane, The 
stools at this time were small in quantity and semi-liquid, and 
for a week there had been no involuntary urination. Treatment 
continued. 

On the 21st, the patient said he felt well and strong, was al- 
lowed to get up and move about. The rectal injections were em- 
ployed now twice every twenty-four hours. 

On the 27th, a careful examination of the rectum showed it 
to be entirely healed and in a healthy condition. 

On the 28th, he was discharged, cured. 
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